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“SOROSIL’”? 


for _theeamelioration of itching in Pruritus, Prurigo, 
and other inflammatory skin conditions 


H. R. NAPP LIMITED 


DERMAL OINTMENT 


LONDON, W.C.2 











HE LAW AND ETHICS OF DENTAL 
PRACTICE 
By R. W. DURAND, M.R.C\S., L.R.C.P. 
Formerly Secretary of the Medical iiction Society 
and 
D. MORGAN, L.D.S. (Leeds) 
Formerly Deputy Dental! Secretary of the British Dental 
Association 
Foreword by Professor ag rit wy M.D.S. Dunelm, F.D.S., 


ng. 
Professor of Oral Pathology, Durham Vatvestity 
Director, Newcastle-upon-Tyne Dental] Schoo 
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Demy 8vo 98 + viii Price 7s. 6d. net, plus 4d. postage 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


ISABIL I Fi E N) 
AND HOW TO LIVE WITH THEM 
by 55 Patients 
Demy 8vo 252 pages Price 10s. 6d. net, plus 6d. postage 
“ As men and women G.P.s will gain much from reading these 
stories ; as doctors they will be in a better postion to transmit 


to their — some of the courage displayed by those anony- 
mous authors. An altogether admirable book.”— Medical World. 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 
Fifth Edition Now available 
RINCIPLES OF MEDICAL STATISTICS 

By A. BRADFORD HILL, D.Sc., Ph.D. 


Demy 8vo 282+x 10s. 6d. net, plus 6d. postage 
With Twenty-five Exercises and Answers 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 
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English moan A en by W. R. F. COLLIS, M.A., M.D., 
F.R.C.P.,. F.R.C.P.1., D.P.H. 
Translated ear the German by E. KAWERAU, M.B., 
M.Sce., A.R.I.C. 


Eight-page, illustrated brochure available upon request. 
1124 pages 440 illustrations 19 colour plates £7 7s. net 
Wm. Heinemann Medical Books Ltd., Gt. Russell-street, w.C.1 


AREERS IN MEDICINE 
Edited by P. O. ay NS IAMS, M.A. (Cantab. , M.B., 
B.Chir., M.R.C.P. 

With contributions from 49 eminent ‘medical authorities 
Cr. 8vo 292 pages Price 15s. net, plus 8d. postage 


This book outlines the particular qualities of mind, the type 
and amount of specialised training, required in each ‘pranch of 
= Medical Profession. 
. .. it should be in the bands of everyone who has to advise 
medicai students, and certainly should be consulted by every 
newly-qualified doctor.” —The Bas itioner. 


Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 
Third Edition . Now available 
INTRODUCTION TO 


ISEASES OF THE CHEST 


By JAMES MAXWELL, M.D.(Lond.), F.R.C.P.(Lond.) 
Physician, Royal Chest Hospital; Physician to the 
Ministry’s Mass X-ray Unit; Consulting Physician, 
Royal National Sanatori um, Bournemouth ; te 
Physician, St. Bartholomew’s Hospital 





Demy 8vo 308 + xii 66 Half-tone Illustrations 
12s. 6d. net, plus 8d. postage 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 








EXTRASYSTOLES AND ALLIED ARRHYTHMIAS 
By DAVID SCHERF, mp Facp and A. SCHOTT, Mp “... there is 
a real need for such a book as this, which is superbly illustrated with 
every type of electrocardiogram from the normal to the abnormel. le 





will prove of great valuc to the physiologist, the phar | the 
cardiologist and the general physician.’’ Medical Press Prospectus 
available £5 Ss net 


CLINICAL ELECTROCARDIOGRAPHY 
Fourth Edition By DAVID SCHERF, mp FacpP and L. J. BOYD, Mp Facp 
“... has undergone thorough revision and considerable enlargement. 
le still remains one of the best guides to the subject in the English 
language.’’—Practitioner 42s net 


HEINEMANN 





THE CLASSIFICATION OF PULMONARY TUBERCULOSIS 
By M. SEKULICH, Mp “* This, in the reviewer's opinion, is an important 
book, perhaps one of the most important books on tuberculosis pub- 
lished in recent years. It is not only an analysis on novel lines but a 





synthesis, and its ¢ 1 are definite and verifiable by the clinician. 
lf Dr. Sekulich is proved correct his book will be a landmark in the 
history of tuberculosis.”"—Bulletin of Hygiene 63s net 


PROGRESS IN VENEREOLOGY 
By R. R. WILLCOX, mp This work is a companion volume to the 
author’s ‘* Textbook of Venereal Diseases.” It contains over 1,700 
references to papers on all aspects of the venereal diseases and is illus- 
trated by photographs and charts. Prespectus ilable Publicati 
September 25th 2is net 
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pleasantly flavoured elixir 
for the menopausal patient 
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‘MEPILIN’ HITHERTO ISSUED AS TABLETS 
IS NOW ALSO AVAILABLE AS AN ELIXIR 
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The association of methyltestosterone and ethinyloestradiol in 
Mepilin produces a more complete response in the treatment of 
menopausal disorders than can be obtained by the use of 
cestrogens alone. 

The presence of methyltestosterone enables a reduction in 
cestrogen dosage to be made; thus undesirable side effects such 
as breast turgidity and pelvic congestion are avoided and the 
risk of withdrawal bleeding is reduced. An increased feeling of 

confidence and well-being is produced which is both mental 
ff Ni and physical. 


‘MEPILIN’ ceux 


Each teaspoonful (4 ml.) of Mepilin Elixir and each Mepilin Tablet 
contains ethinylestradiol 0.01 mg. and methyltestosterone 3 mg. 
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*MEPILIN’ TABLETS —_ 
; Bottle of 25 at 7/- and 100 at 21/7 DosAem Menopause and paiatsie cnnil- 
‘ > nfuls daily. P rua! tensi d 
{ MEPILIN’ ELIXIR dyemencetheee— Suan or 2 pene 
\ ~— of 4 fl. oz. at 9/- and 20 fi, oz. “y from roth to 22nd day of the menstrual 
t . 
| ( f * 34S nn thp Aledioal Profession 














Literature and specimen packings are available on request 
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Pirglas, 


VITA-E 75 1.U. 


GELUCAPS 





(Vitamin E ) 





in the treatment of 


Cardiovascular-Renal Diseases 


after the method used at the Shute Institute for Clinical and 
Laboratory Medicine, Canada. 


Each Gelucap contains a concentrate of natural esters (d,alpha-tocopherol 
acetate) from vegetable oils, type VI, equivalent to 75 mgm, d.l. alpha- 


tocophery] acetate. 


This therapy is today extensively prescribed in the U.K. 
Sole Manufacturers : 


THE BIOGLAN LABORATORIES LTD., HERTFORD, HERTS. 


Tel. Address: “ BIOGLAN TOLMERS” 


Literature on request ex aie sees al 








Adequate Supplies 


Fé of the 


B Vitamins 


al As a dietary source of naturally 


occurring essential B vitamins Marmite 
yeast extract is particularly useful, as it 
supplies these vitamins in a palatable 
form that can be included regularly in 
the diet in many different ways. 


Many authorities prefer to give a 
natural source of B vitamins, supplying 
all the different factors together, and for 
this reason Marmite is often ordered in 
cases where additional B vitamins are 
required or where there is a suspected 
vitamin B deficiency. 


MARMITE 


yeast extract 


i _ contains 


Riboflavin (vitamin B,) 1°5 mg. per oz. 
Niacin (nicotinic acid) 16°5 mg. per oz. 








Obtainable from chemists and grocers 
Special terms for packs for hospitals, welfare centres and schools 
Literature on request 
The Marmite Food Extract Co., Ltd., 35 Seething Lane, 
sate London, E.C.3 























Problem Corner 


EDUCATION, we are told, is not so 
much a matter of knowing the facts 
as knowing where to find them, In 
matters of finance, you will find ‘the 
facts’ at the Westminster Bank. 
Special departments exist to advise 
on overseas trade, to help with cus- 
tomers’ Income Tax problems, to 
obtain foreign currency and pass- 
ports, to act as Executor or Trustee, 
to... But why go on? We have 
said enough to show that, when 
problems like these arise, the simplest 
thing to do is to leave them in 
the efficient hands of the 
Westminster Bank 


_ 


WESTMINSTER BANK LIMITED 
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AMrAc | 














For Functional Uterine 


Hemorrhage 
Available in bottles of 25, 50 and 100 


AMFAC 


“*Glanules” 


Excessive uterine bleeding may have an organic basis but is often 
functional in character. Such functional hemorrhage is usually 
menorrhagic rather than intermenstrual in character, It may appear 
at any time during the menstrual life of woman but is most 
common at both extremes—i.e., during adolescence and in the 
pre-climacteric phase. AMFAC “GLANULES”’ contain an active 
fraction found with the sterols of mammalian liver. Its main 
physiologic action is that of checking functional uterine hemorrhage. 


@ Write for literature to :— 


Telephone: Telegrams : THE ARMOUR LABORATORIES 
CLERKENWELL ‘“ARMOSATA-PHONE’’ a 
9011 LONDON LINDSEY STREET, LONDON, E.C.| 
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KAYLENE (brand of colloidal kaolin B.P.) in the treatment of Diarrhoea, Food Poison- 
ing, Acute Colitis and in all conditions due to toxic absorption from the bowel. 


KAY LEN E-OL (brand of colloidal kaolin B.P. and liquid paraffin) in the treatment of 


Intestinal Stasis, Toxeemia, Chronic Colitis and Spastic Constipation. 


MAGSORBENT (brand of magnesium trisilicate B.P.) Powder and Tablets, in the 


treatment of Gastric and Duodenal Ulcer, Hyperchlorhydria and Acid Fermentation. 


* Doses taken from large Dispensing Packs of Kaylene, Kaylene-ol 
and Magsorbent are shown to cost less than those of the equivalent 
B.P. products. 


Samples and literature on request 





Sole Distributors: ADSORBENTS, LTD., WATERLOO RD., LONDON, N.W.2 
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EPHAZONE 
tablets 


Rational, symptomatic 


treatment in 
ASTHMA AND BRONGHITIS 








Each tablet contains Ephedrine, 
the important anti-spasmodic for 
bronchial spasm, Theobromine, for 
its relaxing effect on the bronchial 
muscle and for stimulation of the 





coronary circulation, Phenazone, for 
its soothing effect on the higher 
centres, and Calcium gluconate, a 
readily absorbable calcium salt, for 
diminishing capillary permeability 
and checking the secretion of mucus. 
These active ingredients with 
complementary effects in bronchial 
asthma are presented in the follow- 
ing proportions in the ‘ EPHA- 
ZONE’ Tablet : 
Ephedrine hydrochloride - 
Theobromine - - = = 
Phenazone - = = = = 
Calcium gluconate - - = <- 
This preparation ts sanctioned for 
prescription under N.H.S. 


Please write for samples and descriptive leaflet 


EPHAZONE LTD 


59 BROOK ST., LONDON, W.I 
TEL: MAYFAIR 5496 


; 











Invalid Bovril is a highly = et ae 
concentrated form of Bovril 
for use in the sick-room. 
Prepared without seasoning, 
it provides the maximum concentration in the most easily 
assimilated form. Many doctors recommend it in cases where 
the patient needs “ building-up ” after illness. Perhaps 
there is a patient of yours who would 
benefit from a course of Invalid Bovril ? 


Invalid 
BOVRIL 


THE ESSENCE OF CONVALESCENCE 


SOLD BY ALL CHEMISTS 











RUPTURE PATIENTS 


—measured, fitted in 
one visit! 


at any of the addresses below * 


At any of the Brooks’ Centres there is a fully 
qualified and experienced staff of male and female fitters 
who will expertly measure and fit patients while they wait. 
There is special attention for the more difficult cases. 
For every type of hernia Brooks guarantees a perfect fit, 
correct support and day-and-night comfort and safety 
with the appropriate Brooks Rupture Appliance. 

There is also a carefully planned and safe Postal 
Fitting Service to supply Brooks Rupture Appliances 
to distant cases with the guarantee of complete 
satisfaction. 

Phone or write for par 
— of the Beuuhe 











Appliances supplied under 
THE NATIONAL 
HEALTH SERVICE 


BROOKS APPLIANCE CO. LTD. 


*8O CHANCERY LANE, LONDON, W.C.2 
HILTON CHAMBERS, HILTON STREBT, 
STEVENSON SQUARE, MANCHESTER} 

66 RODNEY STREET, LIVERPOOL 
9464 
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ss. . » » es PROTEOLYSED LIVER contains the haemopoietic 
principle, folic acid, other members of the vitamin B complex 
and amino-acids, and has therefore been found to be effective 
in a number of anzemias in which purified preparations have 
no action. It is administered by mouth in a daily dose of from 
2 drachms to 2 ozs. Clinical experience has shown that the 
smaller doses are fully effective in pernicious anemia. The 
main value of the preparation is that, in larger doses, it is often 
beneficial if not completely successful in certain megaloblastic 
anezemias refractory to parenteral liver extracts (Davis and 
Davidson, 1944) and in some cases of megaloblastic aneemia in 
pregnancy.” 


‘Disorders of the Blood.’ Sixth Edition. 


Further details and samples of “Pabyrn’”’ Proteolysed Liver B.P.C. are available from 


PAINES & BYRNE LTD., Greenford, Middlesex 








Advances in antibiotics with ‘Penidural’ Oral Suspension 





THE NEW PENICILLIN COMPOUND 


that remains stable for I % MONTHS WITHOUT REFRIGERATION 








The discovery of a new penicillin salt ....DBED 
Dipenicillin-G has resulted in the preparation of 
‘PENIDURAL’ Oral Suspension. A stable -fluid 
penicillin that retains its full potency in aqueous sus- 
pension for eighteen months at normal room tempera- 
ture without refrigeration, it is thus ideal for treatment 
in the patient’s home. 


‘Penidural’ is supplied ready for immediate use ; 
THE PATIENT SIMPLY POURS THE SPECI- 
FIED DOSE. The palatable aqueous syrup is readily 
accepted by children and‘ adults, and provides 
substantial therapeutic blood levels in the systemic 
treatment of mild and moderately severe infections 
due to penicillin sensitive organisms. 


300,000 units of Penicillin to each large teaspoonful (5 c.c.) 


Supplied in bottles of 2 fl. ozs. 


(12 large teaspoonsful) 


‘PENIDURAL’ 


TRADE MAR 


N. Nl— Sictieiitiiiiins dipenicillin G, 
Oral Suspension 


JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 
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modern 


treatment of 
varicose conditions 


Modern technique embraces ligature, injection 
and firm compression bandaging 


Suitable compression bandages are: 


Elastoplast ...i:x Porous Adhesive 
Elastocrepe - Elastolex 
Elastoweb 

Diachylon/Elastocrepe 
Viscopaste - Ichthopaste 
Coltapaste 


Products of T. Jd. SMITH & NEPHEW LTD., NEPTUNE ST., HULL 
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Safeguarding 
a birthright 


she needn’t miss 
a single nursing 


for the prevention 
or treatment 
of cracked nipples... 


AAA 





used during the last trimester of 
pregnancy — keeps the nipples pliable 
and resilient, and is useful in 

massaging out flat or inverted nipples. 


used after each nursing — helps prevent 
tender nipples, fissures, abrasions and 

mastitis. MASSE hastens healing of cracked nipples 
and reduces the risk of breast infection. 


easily applied by the mother — is readily 
absorbed and non-toxic to both mother 
and infant; does not interfere with nursing. 


C Masse contains : 


9-amino acridine 0.0695% and allantoin 2% 
in a cream base. 
Supplied in tubes of | oz. 


widely indicated... 
LITERATURE ON REQUEST wisely prescribed . . . 


Ortho Pharmaceutical Limited 


HIGH WYCOMBE - BUCKINGHAMSHIRE - ENGLAND 


Makers of Gynaecic Pharmaceuticals 
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Relieving 
the bronchial tree 
in asthma 


‘ASMAC’ Tablets are formularized to provide 

symptomatic relief of the bronchial tree both 
during actual dyspnoeic attacks of bronchial 
asthma, and during remissions. 


‘Asmac’ Tablets combine in a single prescription 
‘ official’ drugs recognized for their reliability to 
effect mental sedation, decongestion, expectoration 
and bronchodilatation. 

PRESENTATION 


Tubes of 20 Tablets (P.T. exempt for dispensing); 
Packs of 100, 500 and 1,000 for Hospitals. 


A. WANDER LIMITED, 


42 Upper Grosvenor Street, Grosvenor Square, 
London W.1. 


Asmac 


Formula (each Tablet) :— 





Allobarbitone B.P.C. ave «+» 0.03 gm. (0.46 grain) 
Liquid extract of Ipecacuanha B.P, --- 0.02 ml. (0.34 minim) 
Ephedrine Hydrochloride B.P. ++» 0.015 gm. (0.23 grain) 
Caffeine B.P. -.. eee +» 0.10 gm. (1.54 grains) 
Theophylline with Ethylenediamine B.P. 0.15 gm. (2.31 grains) 















Pi, Si, S4. 


Permissible on 
N.H.S. scripts. 
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FERRAPLEX B 


IRON AND STANDARDISED VITAMINS 








~ VITAMIN: 
IN ONE TABLET \\ \ 
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ADVANTAGES Ferrapiex B, by combining adequate iron dosage 
with standardised vitamin content, provides a comprehensive and efficient 
hematinic compound for routine use, particularly in pregnant and under- 
nourished women, in adolescence, in hemorrhagic conditions and in the 
debility of advancing age. 


* In recent years it has been shown that simultaneous administration of 
vitamin C and the B complex group together with iron gives much better 
results in hypochromic anemias. The natural vitamin B complex used 
in FERRAPLEX B is a concentrate prepared from 
brewers’ yeast. 


* The comprehensive “‘one tablet” formula, the 
standardised vitamin potency and the reasonable 
price of FERRAPLEX B entirely conform with current 
economic requirements. 
PACKINGS AND PRICES. 


FERRAPLEX B tablets are available in bottles of 50 at 5/3d. and 
250 at 23/3d. Retail prices subject to Professional discounts. 


COMPOSITION 


The average daily dose of six FERRAPLEX B 
tablets contains :— 


FERROUS SULPHATE. .......... 1 gramme 
COPPER CARBONATE ............... 2 mg. 
ASCORBIC ACID (Vitamin C)...... 50 mg. 
NATURAL VITAMIN B 














CN ka COMMPE EXiccoscccccrcecccrscccases 2 grammes 
including 

Aneurine hydrochloride (B,)............3 mg. 

PIVEIID CHPAT pnctoctennatecccanassaceaps 6 mg. 

FERRAPLEX B Nicotinamide _ ........ccccccccrsecsceeses 30 mg. 





pantothenic acid, pyridoxine, and folic 
acid, choline, inositol, biotin, para- 
aminobenzoic acid and other naturally 
occurring factors of the vitamin B complex. 





is manufactured in the laboratories of 


Cc. L. BENCARD LTD 
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PoroPlast embodies 2 important 


new developments 












1 Poroplast contains no rubber, no 
solvents, and is entirely free from the 
irritating resins often embodied in 
elastic adhesive bandages . 
therefore obviating many problems 
of skin irritation and offering greatly 
increased plaster toleration even on 
the most sensitive skins. 


It is porous over its whole surface, 
even where two layers overlap 
... allowing for ventilation and 
for natural evaporation. 


The range of Poroplast’s 
therapeutic use is vastly 
wider than that of the 
conventional type of elas- 
tic adhesive bandage. Its 
special advantages, and the 
improved results it achieves, in 
the treatment of varicose veins 
and ulcers especially, receive steadily 
mounting medical confirmation. In all 
cases where an elastic adhesive bandage must be used 


for long periods, the use of Poroplast makes all the difference. 


SAMPLES ON APPLICATION 
N H S Freely prescribable on E.C.10 in widths 
* e @ 23” and 3” under the name “ Poroplast ”’ 


PoroPlast conforms to the specification for Flexible Adhesive Bandages 
Porous, of the Drug Tariff. Standard prices. Cost no more 
than ordinary elastic adhesive bandages. 


THE SCHOLL MFG. CO.LTD., 182/204, ST. JOHN STREET, LONDON, E.C.! 
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|) hWNUIDACGLIAY 


Maintains a continuous 


A MAINTAINED continuous state of gastric 
anacidity has heretofore been impossible without 
hospitalization and discomfort to the patient. 
y Now, NULACIN achieves this desirable state 
simply, effectively and without attendant dis- 


we 


. advantages. A NULACIN tablet placed in the 
mouth between the cheek and the gum dissolves 
r slowly and releases its contained medicaments 
at a rate which gives continuous neutralization 
5 of the acid gastric juice. NULACIN accomplishes 
this with considerably less antacid than is re- 
e quired by any other method of oral adminis- 
tration. The results are comparable with those 
a of intragastric milk-alkali drip therapy. 
INDICATIONS 
P NULACIN tablets are indicated whenever neutra- 
y lization of the acid gastric contents is required: 


in active and quiescent peptic ulcer, gastritis, 
Tl gastric hyperacidity. 

Dosage: Beginning half-an-hour after food 
a NULACIN tablet should be placed in the mouth 


d between the cheek and the gum and allowed to 
: dissolve. 
RESTING cnt, Se RESTING J 
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Gastric Amaursis Gastric Anacrsis Medical Press, 195-199, 
Superimposed gruel fractional test-meal curves of Same patients as in Fig. 1, two days later, show- 27th Februar) : 1953 
five cases of duodenal ulcer. ing the striking neutralizing effect of sucking 


Nulacin tablets (3 an hour). Note the return of 
acidity when Nulacin is discontinued. 


provides 
drip therapy 


without a tube 


state of gastric anacidity 


During the stage of ulcer activity up to three 
tablets an hour may be required. During 


quiescent periods, for prophylaxis in peptic 
ulcer and for the relief of discomfort due to 
gastric hyperacidity, the dose of NULACIN is one 


or two tablets between meals. 

NULACIN tablets are not advertised to the 
public and have no B.P. equivalent. May be 
prescribed on E.C.10. The dispensing unit of 
25 tablets is free of purchase tax. (Price to 


pharmaéists . . . 2/-.) Also avail- 
able in tubes of 12. 
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|_| Pharmaceutical Division 


Slough, Bucks. 
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EW... 
nraneodin 


( NEOMYCIN - GRAMICIDIN OINTMENT ) 


(a 


SQUIBL 


x Unusually wide antibacterial spectrum 


k No danger of sensitizing the patient to antibiotics 
which are used orally or parenterally for serious. 


infections 


GRANEODIN OINTMENT 


presented in tubes of 15 Gm. 


Literature will gladly be supplied on request 


E. R. SQUIBB & SONS 
17-18 OLD BOND STREET 


LONDON, W.il 
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TRAFURIL CREAM 


5% w/w tetrahydrofurfuryl nicotinic acid ester’ 





relieves pain promptly in 


FIBROSITIS 
MUSCULAR RHEUMATISM 
_ SPRAINS and STRAINS 


A rubefacient cream containing a single active principle which 
effects a rapid improvement in local blood supply, with prolonged 


relief from pain, by the removal of accumulated metabolites. 


Tubes of 20 g. Jars of 1 |b. 


CUBA 


* Trafuril’ is a registered trade mark : Reg. user 


CIBA LABORATORIES LIMITED 
HORSHAM - SUSSEX 








Telephone : Horsham 1234 





Telegrams: Cibalabs, Horsham 


















































THE LaNceET] 


THE LANCET 


GENERAL ADVERTISER [AuGusT 22, 1953 





































Bloodless 
_revol ution 


The introduction of ‘Dextraven’ has 
made available for the first time a 





dextran solution with controlled optimal \ 
molecular content which has been referred \ 

to as “ narrow fraction dextran.” It pro- \ 
duces rapid elevation and prolonged 


maintenance of blood volume and normally 

ensures that over 50% of the dextran adminis- 

tered remains in the circulation after 24 hours 

—a longer period than has been possible 

with any previous blood volume restorer. | 
*Dextraven’ is the preparation of choice for 
the restoration of blood volume. The | i 
British Encyclopedia of Medical Practice 
(Medical Progress, 1952) states —‘“* There 
is little doubt that the narrow fraction 
dextran will revolutionise supportive 
therapy and may be regarded as one of 
the major advances of the year.”—Truly 

a bloodless revolution. 


Dextraven.... 


Developed by _ research at 


Benger Laboratories 





BENGER LABORATORIES LIMITED - HOLMES CHAPEL - CHESHIRE - ENGLAND 
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A POTENT STARCH-DIGESTING ENZYME 


TAKA-DIASTASE, a potent starch-digesting enzyme, is capable of liquefying 300 times 
its own weight of cooked starch in conditions found in the normal stomach. As a digestive 
agent, either alone or combined with insoluble carbonates and aromatics for correcting 
hyperacidity, it is unsurpassed for the treatment of gastric discomfort. 


TAKA-DIASTASE SEDATIVE ELIXIR (No. 198) 


A combination of Taka-Diastase, 
bismuth and nux vomica for 
dyspepsia accompanied by nausea 
or pain. 


TAKASDIASTASE 4 ==" 


Taka-Diastase, with sub-carbonates. 


-di: i Z Gives 3-fold relief—for (1) hyperacid- 
Starch digesting — ity (2) undigested starch (3) irritation 
of gastric mucosa. 
Powder in jars of 2 ozs, & tins of 11b; 
Lozenges in bottles of 30 & 100 


| bei Parke, Davis Company, Limited, Inc. U.S.A, Hounslow, Middlesex. Tel: Hounslow 2361 
“0 
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IN A NEW PERSPECTIVE 


BISMUTHO 


in the treatment of 
PEPTIC ULCER 
Bismutho Compound Therapy consists of : 


© Acompound powder containing 75 grains 


of Bismuth Carbonate together with Mag- 
nesium Carbonate and Calcium Carbonate. 


© A tablet containing Phenobarbitone and 
Ext. Bellad. Sicc. 


Each powder and tablet is packed in a 
combined unit in cartons of 30 doses, i.e., one 
complete course of treatment. A suggested 
diet sheet is enclosed. 


Detailed booklet and recommended dosage available on request. 


C.J. HEWLETT & SON LTD. 


35-43 Charlotte Road, London, E.C.2, also at 216 Orr Street, Glasgow, S.E. 
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SiR HENRY S. 


WELLCOME, LL.D., 


D.8e.4 FLSA. FIRS. 





CENTENARY OF THE BIRTH OF 


SIR HENRY S. WELLCOME 


1853—1936 


On this day one hundred years ago— 
2ist August, 1853— was born in Almond, 
Wisconsin, U.S.A., the boy whose vision and 
self-dedication to the cause of healing led 
him to create, in a lifetime of endeavour, the 
world-wide organisation of The Wellcome 
Foundation Ltd. The words he wrote as a 
young man, J have no interest to serve but 


that of humanity, continue as a living 





inspiration to the Company in its fourfold 
work of medical research... production... 
distribution ...and the advancement of 
medical knowledge. 

A Centenary Exhibition, illustrating Sir Henry 
Wellcome’s life and work, is now open 
(Mondays to Fridays, 10 a.m. to 5 p.m.) at 
The Wellcome Research Institution, 183-193, 
Euston Road, London, N.W.1. 


ae HS WELLCOME & COQ. (THE WELLCOME FOUNDATION LTD.) LONDON 
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... Enter another case 





\eh< for CASILAN 


z 
= 





He’s five or six years the wrong side of sixty . . . pays 
































little attention to his diet . . . makes do with ‘ tea-and- 

: : toast’ meals almost totally devoid of protein. 
3:33 ss Certainly he’s a case for Casilan — for Casilan can 
3 give him all the protein he needs, without adding bulk 


to his diet or straining his digestion. Indeed, every ounce 
of Casilan provides him with more protein than four eggs 
or a pint and a half of milk ! 

With almost every food or drink, Casilan mixes 
easily, unobtrusively. That is why it is so well accepted 
not only by the aged but by everyone in need of extra 
protein — expectant and nursing mothers, for instance, 


and fast-growing children. 





C A S f L A N Milk Peatein Powder 


Trade mark : 
in 8oz. cartons and in 40-oz. tins 








A larger size is available for hospital kitchens 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRon 3434 \)/ 
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PAIN IN CHRONIC GASTRIC ULCER 
BASIC ANATOMY AND MECHANISM 


V. J. KanNsEiia 
M.D. Sydney, F.R.C.S., F.R.A.C.S. 


SURGEON, ST. VINCENT’S HOSPITAL, AND HORNSBY HOSPITAL, 
SYDNEY, AUSTRALIA 


THE pain sensitivity of fhe stomach to ordinary 
painful stimuli of sufficient intensity and extent can 
readily be demonstrated by any surgeon practised in 
local angsthesia. 


After administration of pentobarbitone gr. 3 and morphine 
gr. 1/4 the abdominal wall is anwsthetised and opened, and 
mesenteric blocks are placed about the right gastric and 
gastro-epiploic vessels. The great omentum is separated from 
the stomach between the greater curvature and the gastro- 
epiploic vessels. The right gastric vessels and duodenum are 
next divided. The stomach can then be delivered without 
traction. To hold it, a Payr clamp is applied across it at about 
the incisura angularis—i.e., distal to the line of anastomosis. 
The clamp is usually placed after the left gastric vessels and 
nerves have been infiltrated with procaine and divided, but 
in testing for sensitivity these steps are postponed. The 
clamp causes severe pain, although it grips no mesentery. 
Sometimes such pain occurs even in spite of the mesenteric 
block 


It has been shown, most recently by Bentley (1948), 
that pain is caused by palpating the ulcer. The stomach 
thus resembles the leg. When it is normal it is pain- 
sensitive to gross injurious stimuli and when it is the 
seat of painful inflammation it is pain-sensitive to non- 
injurious stimuli which cause no pain from the healthy 
part. Therefore it is unnecessary to postulate pain 
mechanisms for chronic gastric ulcer different from those 
for chronic leg ulcer, and to retain the old hypotheses 
elaborated when the relative insensitivity of the viscera 
was mistaken for absolute insensitivity. Pain from the 
ulcer, of stomach or leg, is due to stimulation of nerves 
in the inflamed tissue, by rise in local tissue tension, and 
by irritating chemical changes. (The evidence of the 
part played by tissue tension is found in the everyday 
work of the surgeon. Inflammation, hematomata, and 
hypodermic injections are less painful in easily distensible 
tissue. The pain of inflammation, including that from 
ulcers, is aggravated by manual compression or by 
dependency, and relieved by ir‘sion of an abscess or by 
elevation. The effect occurs sv quickly that it cannot 
be explained apart from the tension factor. The changes 
in the circulation of a limb caused by elevation or 
dependency are chiefly venous. If these affect the pain, 
as they do, it is to be expected that arterial changes would 
have even more striking effect, because the energy and 
pressure available, and therefore the possible fluctuations, 
are so much greater. In denying this evidence Pickering 
(1952) denies the obvious.) 

In this paper an effort has been made to control 
speculation by anatomical studies. 


Materials and Methods 


22 gastric ulcers removed by partial gastrectomy have 
been studied macroscopically, and 650 histological 
sections were examined microscopically. Specimens 
resected for duodenal ulcer and for the largest gastric 
ulcers were not suitable, because the ulcer was often 
damaged or its floor left behind. In most of the speci- 
mens the gastric wall was penetrated in its full thickness 
by the ulcer. 


The specimens were fixed in 10% formalin and embedded in 
paraffin. Sections were cut 7 thick, and every 15th or 20th 
section was examined. In some specimens serial sections 
15 u thick were examined. The sections were stained with 
hematoxylin and eosin, which show well the plexuses of 
Meissner and Auerbach and their remnants in the ulcer. The 
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sections were examined with magnifications of 37-5, 75, and 
360. 

Silver impregnation, to demonstrate solitary axons and 
nerve-endings, was considered but abandoned. McClung 
(1937) wrote that “ other structures, as fibres of connective 
tissue and neuroglia, may also be impregnated.” Willis 
(1948) wrote that the method is ‘“ not as specific as is often 
supposed and impregnated reticulum and collagen fibres have 
undoubtedly been mis-identified as nerve fibres; indeed, 
many of them (the figures purporting to show nerve fibres) 
show plainly that the supposed nerve fibres were connective 
tissue fibres.’ Moreover, in the gastro-intestinal tract there 


. is, in the glands and in the connective tissue of the mucosa, 


a@ peculiar system of argentaffin cells, with processes, some 
short and wide, others long and slender, and having no known 
connection with nerves, but related perhaps to carcinoid 
tumours and pernicious anemia (Erés 1928, 1933). 

As the investigation proceeded, it was realised that 
solitary naked axons could not survive in the ulcer base 
where the large nerves in their protective perineurium 
had been destroyed. The protective function of the 
perineurium is shown by the constancy of perineural, 
and the rarity of intraneural, inflammation (figs. 1 and 2). 
Even if a few individual axons survive in the innermost 
layers of the ulcer floor, where no ‘fibre-bundles survive, 
they would not affect the issue. We know that visceral 
tissue is insensitive, unless the stimulus be massive and 
extensive. A knife cut of the stomach wall causes no 
pain. Wolf and Wolff (1943) have shown, by stimulating 
a small area of mucosa, ever to cause an erosion, that the 
stimulation of a few naked endings and axons is painless. 

The nerves seen in our sections are of sensory, motor, 
and secretory function and contain fibres of vagal, 
sympathetic, and intrinsic origin. Sensory sympathetic 
fibres pass through the intrinsic plexuses without synapse 
and through all coats from subserosa to mucosa. 


Anatomy 

The specimens showed two types of ulcer edge, the 
rolled and the sloped, merging through intermediate 
forms. In many the edge was rolled at one point, sloped 
at another. Aschoff (1924) taught that the rolled edge is 
always found at the proximal pole and is due to 
peristaltic propulsion. Stewart (1929) found the rolled 
edge at other points and looked on it as evidence of 
progressive ulceration, and the sloped edge as evidence 
of healing or indolence. However, our present studies 
show that each type of edge may be associated with pain. 

The common anatomical type with rolled edge and 
complete penetration is shown in fig. 1. It appears that 
an oval or circular piece has been punched out of the 
stomach wall. The gap in the muscularis propria is 
larger than the gap in the mucosa, because the divided 
muscle retracts. In the other types, with shelved edge 
(fig. 2) or with incomplete penetration (fig. 3), the muscle 
layer inclines towards the floor of the ulcer. 

The gap in the anatomical layersis bridged by inflamma- 
tory tissue, divided into the four layers of Askanazy 
(1921), the leucofibrinous (leucocytes and fibrin) inner- 
most, then the eosinophil-necrotic, the granulation, and 
the fibrotic, in that order (figs. 1 and 2). 

The nerves differ in size, number, and condition in the 
different parts of the ulcer, according to a striking 
pattern. 

The Nerves 

The nerves form two main groups, those of the edge 
and those of the gap, which differ not only in their 
situation but also in their constancy and in the pattern 
of their destruction. 


NERVES OF THE EDGE 


These (figs. 1 and 2) belong to the myogastric and 
submucous plexuses, the former being the more con- 
spicuous. They are the only constant group. They lie 
embedded and sealed off in the inflamed and infiltrated 
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and sometimes fragmented but still well-defined anatomi- 
cal layers. In most cases when the gastric wall is 
completely penetrated, and always when the edge is 
definitely rolled, these nerves are drawn by the retracting 
muscular coat under cover of the intact but thickened 
mucosa and submucosa. They are quite inaccessible 
to intragastric acid. Their striking feature is that they 
are two or three times more numerous and much larger 
than normal. It appears that after their division they 
have attempted to regenerate in a vain effort to invade 
the ulcer centre. They are tortuous and sharply demar- 
cated by a well-defined perineurium. They are, in fact, 
“‘end-bulbs”’ akin to those in an amputation stump. 
Most of the nerves are of this type; hence this part of 
the edge may well be described as ‘‘ the zone of the end- 
bulbs.’” Occasionally one finds actually in progress the 
amputation of the nerve or its reamputation during an 
extension of the ulceration. The nerve is then not 
sharply demarcated but disintegrating among a mass 
of small round cells. In either case, with amputation 
completed long ago, or now in progress, the nerve appears 
almost normal, except for its increased size, up to its 
point of division, although it may be embedded in 
inflammatory tissue (figs. 1 and 2). 


NERVES OF THE GAP 

Unlike those of the edge, these are inconstant. They 
are absent when the ulcer is on one or other surface of the 
stomach and penetration is complete (figs. 1 and 13). 
If the ulcer is on the lesser curvature and penetration is 
complete, they are the nerves of the lesser omentum 
(figs. 2 and 6). In the occasional case when penetration 
is incomplete they are the nerves of the myogastric 
plexus (fig. 3). The nerves, when present, are embedded 
not in well-defined anatomical layers but in the patho- 
logical layers of Askanazy. Their destruction is gradual 
rather than sudden, and is seen to progress from the 
relatively normal nerves on the outer. surface to become 
complete in the granulation layer (figs. 2-8). One notes, 
beginning in the fibrous layer, a progressive loss of 
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Nerves of edge (‘‘ end-bulbs"’) indicated by lines. Nerves 


L, leucofibrinous layer ; E, eosinophil-necrotic layer ; G, granulation layer. 
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individuality in the nerve. It becomes less clearly 
demarcated. It shrinks. The nuclei become pyknotic 
and are relatively more numerous owing to the dis- 
appearance of the axons. Mitoses are not seen. Nearer 
the ulcer floor, in the inner part of the granulation layer, 
the nuclei also disappear. The cells of the perineurium 
become less compact, as though cedematous, and the 
nerve is invaded by leucocytes and by cells which resemble 
those of the perineurium and surrounding fibroblasts. 
The destruction becomes complete in the granulation 
layer; hence in the eosinophil and leucofibrinous and 
superficial granulation layers nothing remains except an 
occasional ghost, a nerve-shape, preserved by a more 
resistant perineurium (fig. 9). The eosinophil-necrosis 
sometimes extends along the larger nerve-fibres, affecting 
that part which lies in the granulation layer. 

The end-bulbs lying in the edge number from about 
five to about twelve in each microscopic field (x 37-5). 
In the 650 sections examined only four nerves, or rather 
their ghosts, were found extending into the eosinophil- 
necrotic layer (fig. 9), whereas thousands were seen in 
the zone of the end-bulbs. Not one nerve was found 
projecting above the surface into the lumen or crater 
of the ulcer. 


Insensitivity and Impermeability of Ulcer Floor 

It is clear that the nerves in a gastric ulcer are separated 
from the intragastric acid by layers known to be insensi- 
tive and impermeable. Those of the edge, the only 
constant group, are separated by the fused muscular 
layers and by the thickened mucosa and submucosa ; those 
of the gap, if present at all, by the inner layers of Askanazy 
and by blood circulating in the granulation layer. 

I excised three chronic ulcers of the leg, preliminary to 
grafting, and found, on microscopy, that their layers are 
similar to, though thinner than, those described by 
Askanazy in chronic gastric uleer. And these leg ulcers 
(except the rare irritable ulcers of Hilton) are insensitive 
to stroking with a probe and to caustics such as 
copper sulphate. I have placed lint soaked in 
decinormal- 
hydrochloric 
acid upon five 


such ulcers for 
: 5 half an 
ee *: No 
ey a] - 
ae; 
of 


hour. 
pain was 
caused. One 
patient re- 
ported a slight 
drawing’? 
or ‘ burning 
which she 
would not 
describe as a 
pain, in no way 
comparable 
with the sharp 
pain caused by 
palpating 
round the 
ulcer. The acid 
produceda 
white coagu- 
lum with vari- 
ous amounts of 
brown on the 
uleer surface, 
providing 
visual evi- 
dence of its 
toxicity. 

Acid does 
not cause pain 
when applied to 
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Fig. 2—Ulicer with sloped edge. Nerves of edge (‘‘ end-bulbs ’’), indicated by converging 
lines, are in upturned edge of muscle coat. Nerves of gap, in this case mesenteric, 


indicated by parallel lines. L, E, G as in fig. |. 


the exposed gastric mucosa, normal, inflamed, or eroded 
(Wolf and Wolff 1943). 

Clinical and histological studies show a fluid flow from 
ulcers, gastric or crural, and from inflamed surfaces, 
from the depths to the surface, intensified during 
activity and by surface irritants. The sections of gastric 
ulcer show this fibrin-flow, erupting like smoke from a 
smoke-stack. It coagulates upon the floor of the ulcer 
and forms the leucofibrinous layer, which is felted and so 
tough and firmly fixed that it survives considerable 
manipulation during gastrectomy. The _ leucocytes 
embedded in this layer do not show signs of digestion. 
The cytoplasm of many is intact. ; 

In one of my specimens microscopic fragments of 
meat-fibre were embedded in the floor of the ulcer, like 
tiny Mett’s tubes carefully placed there by some skilled 
experimenter. They became surrounded by the leuco- 
fibrinous exudate, then engulfed by the granulation 
tissue, and one fragment is covered by epithelium growing 
inwards over the ulcer floor. This process probably took 
some days. But the meat-fibres survived, uninfluenced 
by the gastric juice, and retaining their striations and 
nuclei, and even the sharpness of their contour and of 
their angles, except where attacked by phagocytes 
(figs. 10 and 11). 

Histological studies therefore show that the nerves 
are destroyed before the floor of the ulcer reaches them, 
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and their remnants are separated from 
the gastric contents by layers insen- 
sitive to acid. Therefore direct irrita- 
tion by acid is not the cause of the 
pain. Clinical studies, described later, 
lead to the same conclusion. 

What, then, causes the pain ? 


The Direct Cause of Ulcer Pains is 
Inflammation 

Medicine owes its very existence to 
the careful correlation of clinical states 
with anatomical changes observed by 
all available means, by naked eye or 
microscope. Unfortunately, in the 
study of gastric disorders, many 
clinicians have forgotten the tradition 
of Hunter and Morgagni, and have 
neglected the example of C. Handfield 
‘Jones and Wilson Fox. Hence such 
unsubstantial concepts as gastrostaxis 
and vicarious menstruation as causes 
of hamatemesis. Hence, also, the 
absurd focusing of attention upon the 
floor of an ulcer as the pain source, to 
the neglect of its thousandfold more 
massive inflammatory base. 

But, fortunately, great students of 
gastric disorders have applied these 
fundamental methods with painstaking 
thoroughness, and the observations 
collected by them over the years 
provide a mine of information. The 
acid sponsors have turned their backs 
on this. They have not realised that 
serious inflammatory changes in the 
stomach may remain for ever unre- 
vealed, if reliance is placed on the 
naked-eye, to the neglect of micro- 
scopic, anatomy. Full use of all the 
means at our disposal has, however, 
been made by three great schools. 
The Scandinavian physicians, led by 
Faber, used post-mortem injection of 
formalin to secure specimens undam- 
aged by autodigestion. In Germany, 
Konjetzny led in the study of that 
great mass of material collected by surgeons in a wave 
of enthusiasm for gastrectomy for ulcer from about the 
time of the first world war. In Paris, Loeper, Moutier, 
Duval, and their colleagues used similar methods. The 
work of these schools has been thorough and painstaking, 
and their conclusions are authoritative. 

As regards ulcer pains, two conclusions emerge and are 
agreed on by all three schools : 


(1) ‘The well-known periodicity of ulcer symptoms is 
linked with the coming and going of acute (or subacute) 
exacerbations of the inflammatory process in the mucosa, 
recurrent gastro-enteritis.”” So also is the worsening of 
symptoms preceding hemorrhage or perforation. 

(2) ‘* From the history alone we can make no other diagnosis 
than ‘ gastro-duodenitis with or without ulcer,’”’’ because 
“The symptoms hitherto recognised as classical ‘ ulcer- 
symptoms’ are essentially the symptoms of gastro-duodenitis.”” 
** All forms of pain which have up to the present been looked 
upon as diagnostic of gastric or duodenal ulcer are to be found 
in gastro-duodenitis without ulcer ’’ (Konjetzny 1947). 


The French speak of “le syndrome pseudo-uleéreux ”’ 
or ‘le syndrome pylorique”’; the Germans of “ Ulkus- 
krankheit ohne Ulkus.’’ At a meeting in Basle, Finsterer 
(1950) reported 202 such cases from his private practice. 
In most of them a partial gastrectomy was performed. 
In 55 the gastric acid was absent or low; in 147 it was 
normal or high. Cure followed the operation in a 
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considerable number of cases, because the inflammation 
is often most severe in the pyloric antrum (‘‘ la pylorite,”’ 
‘antrum gastritis ’’). 

It is clear that ‘“ulcer’’ pains are due directly to 
inflammation, and that neither acid nor ulcer is necessary 
for their production. 


Exact Site of the Painful Inflammation 


While not questioning the general observation of the 
Continental workers that inflammation is the primary 
and direct cause of ulcer pains (I have indeed held this 
belief for thirty years), I differ from them about its 
locality in ulcer cases. Rather than the more diffuse 
mucosal inflammation I would choose ‘‘ the visible 
palpable lesion,’’ the ulcer itself in its full thickness, as 
the chief site of the pain, for the following reasons : 

(1) Clinically, the deep tenderness is usually localised 
to the ulcer itself and not spread over the stomach and 
duodenum. 

(2) At operation, the ulcer itself is tender on palpation, 
not the distant stomach wall. 

(3) Among my 180 ‘patients submitted to partial 
gastrectomy for ulcer, two groups provide strong evidence 
that the pain stems from the ulcer itself : 

(a) Those with non-obstructive duodenal ulcers, in most 
of whom sections from the pyloric antrum and lesser curvature 
show insignificant gastritis,*and sections from the greater 
curvature and cardiac end show none, 


Fig. 3—Ulcer with incomplete penetration : 


showing destruction almost complete. 
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M, unbreached outer layer of muscularis 
propria ; SS, subserous fibrous plaque; X, nerve of myogastric plexus in fibrous 
layer of Askanazy, showing beginning of destruction ; Y, nerve nearer floor of ulcer, 


[auGusT 22, 1953 





(6) Those with gastric ulcers and severe generalised gastritis, 
whom I feared that operation might fail to relieve, because 
the skiagrams showed hyperplastic segmented ruge and the 
“ état mamelloné ” even in the proximal part of the stomach, 
and the microscope showed severe gastritis extending to the 
proximal edge of the resected part. But, although some 
complain of wind and nausea, all have been freed and remain 
free from their pain, in spite of the gastritis in the remaining 
segment of stomach. 


(4) Histological data suggest that, when the ulcer is 
still confined to the gastric wall, the zone of the end-bulbs 
is the chief and the only constant source of the pain, 
because here numerous nerves constantly lie in inflamed 
tissue. 

Hemodynamics 


Pains due directly to inflammation fluctuate when the 
local hemodynamic factors fluctuate. The most striking 
fluctuation in the pains of peptic ulcer and of antrum 
gastritis is the relief which follows food. The nausea 
and flatulence of generalised gastritis, and the pains when 
present, are aggravated by food. To Doig and Wood 
(1952), working on gastritis, ‘“‘ the mechanism by which 
symptoms arise is not clear.’’ This lack of clarity arises 
from failure to recognise that sensory nerves are embedded 
in inflamed tissue, and that inflammation acting directly 
on the nerves is the primary cause of the symptoms. 
Factors underlying food-relief are : 


(1) The principle of ‘the branched tube.—-A part of the 
body in which the blood-supply is increased through 
increased function, part A, may 
withdraw blood from a less actively 
functioning part, part B (for mathe- 
matical proof and application to 
ulcer pains see Kinsella 1948). Boyd 
et al. (1949) have shown that when 
the muscles of the leg go into action 
they abstract blood from other 
arterial territories, with the result 
that the pulses decrease at the ankle, 
oscillometric readings decrease, and 
the skin of the foot pales. Byrom 
(1951), in his experimental studies 
of hypertension, finds that the flow 
in the internal carotid artery is 
decreased when a clamp is removed 
from the external carotid. The 
gross pressure changes brought about 
in the branch of an artery by varia- 
tions in the peripheral resistance in 
an adjoining branch have _ been 
strikingly shown by Le Veen et al. 
(1952) using the Sanborn electro- 
manometer in the branches of the 
coeliac artery. There may be a 
tenfold or twentyfold difference in the 
blood-flow between vascular tissue 
at rest and in function. 

(2) The principles of Bernoulli.— 
‘*In a fluid in motion there is an 
increase of pressure when the velocity 
decreases, and a decrease of pressure 
when the velocity increases.’””’ When 
a part of the body goes into action, 
the velocity of its blood-stream is 
increased, and the pressure is de- 
creased ; and the pains are diminished 
if no other factors intervene, such as 
gravity, mechanical distortion of the 
inflamed part, and the accumulation 
of metabolites. 

(3) Vascular shunts, shown by 
Barclay and Bentley (1949), may be 
of significance in the pains of gastric 
ulcer. 

(4) Relaxation of postural tone, 
which follows the ingestion of f 
and enables the stomach to accom- 
modate itself, without increased 
intragastric tension, to a greater 
volume of contents. The grip on 
inflamed parts is thus relaxed. 
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Fig. 4—High-power view of nerve X of fig. 3, showing ganglion cell. 


Alkalis open up the surrounding vascular stream-bed, 
firstly by increasing secretion and therefore blood- 
supply, and secondly by relaxing the postural tone of the 
stomach and duodenum. This relaxation was described 
by Carman (1921), who put sodium bicarbonate in his 
barium meals because it ‘‘ provides relaxation of the 
pyloric sphincter and enables the examiner to fill the 
duodenum readily.”’ The subsequent observers who 
have confirmed this relaxing effect are quoted by 
Kinsella (1948). Relaxation relieves by opening up the 
surrounding vascular bed and by loosening the mechanical 
grasp on the inflamed part. Conversely, strong acid may 
cause pain by increasing the grasp of the gastroduodenal 
wall on the tender area. The inflammation is the primary 
cause, the acid a tertiary cause acting indirectly through 
motor behaviour. 

Vomiting relieves even when there is no acid, as often 
in carcinoma and sometimes in ulceration. When 
function ceases, rest comes and relief follows. In addition 
the accompaniments of vomiting—pallor, sweating, 
sighing—and the subsequent relaxation and wish to lie 
down point to alterations in the pressure, flow, and 
distribution of blood which may contribute to relief, 
whether the vomitus be acid or anacid, food or blood. 

Histology and arterial-injection experiments suggest 
hemodynamic factors. The normal gastric mucosa is 
strongly contractile by virtue of the muscle-fibres which 
reach from muscularis mucose to epithelium, and strongly 
erectile through the complex vascular coils, which sur- 
round the core of muscle-fibres, converting the mucosa 
into a vascular sponge. In the ulcer base the thickened 
vessel walls are overcome at times by the increased 
pressure within them, and the resulting dilatations, 
sacculations, and tortuosities are at times so great as to 
suggest veritable hemangiomata (Moutier 1935). Herzog 
(1950) has drawn attention to the hypertrophy, apart 
from inflammation, which may affect the muscle coat of 
the vessels in ulcers. 

A study of the histology shows not only that the 
nerves lie beyond the reach of gastric juice but also the 
close association of the nerves with vessels, making them 
readily affected by hemodynamic fluctuations (fig. 12). 


Acid Hypothesis 


Many gastro-enterologists (Hurst 1911, Bolton 1913, 
Sippy 1915, Carlson 1917, Ryle 1925) concluded, in the 
words of Faber (1935), ‘“‘ we no longer regard it (the pain) 
as the result of the action of the acid gastric juice on the 
open ulcer.’’ Case-reports continue to appear of patients 
with painful uleer but no acid, even after histamine. We 
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are reminded of Moynihan’s suggested acid treatment 
for gastric ulcer. Weingarten and Rafsky (1942) were 
amazed to find (as was Hardt in Sippy’s clinic) that many 
gastric-ulcer patients got more relief from hydrochloric 
acid than from alkalis. Wolf and Wolff (1943) found that 
‘*‘ strong acid applied to the inflamed and even to the 
eroded mucosa was not painful.”’ 

Yet Palmer and Pickering still cling to the acid 
hypothesis. Their arguments may be considered as 
follows : 


1. Effect of Injecting Acid 

If acid is injected into the fasting ulcerated stomach 
during a painful phase, in strength and quantity far 
greater than that found naturally in the fasting stomach 
with gastric ulcer, pain often results. The 0°365% or 
0-5% hydrochloric acid used in most of the experiments 
is a caustic or irritant poison. It sometimes causes pain, 
but it is not the naturally occurring cause. And it does 
not cause the pain by irritation of the ulcer floor. The 
stomach, duodenum, and jejunum try to protect them- 
selves by screwing themselves up. They squeeze down 
on their inflamed parts, thus causing the pain. This 
motor reaction has been shown by at least eight workers 
(quoted by Kinsella 1948). It is shown in Palmer’s (1934, 
1943) own radiographs, but neither Palmer nor Picker- 
ing ‘can see it. Palmer (1934) published twenty radio- 
graphs, and each one illustrates the relaxed condition of 
the duodenum without’ acid, or the squeeze with acid. 
Palmer (1943) published more radiographs (his fig. 77) 
showing little change. But there was little change 
because only the pylorus appeared in the radiographs, 
and it was fixed by an ‘‘ enormous crater” or ulcer 
penetrating the pancreas or liver or both. The pain in 
such a case is largely extragastric in origin. The radio- 
graphs might still throw light upon the reaction of the 
duodenum and jejunum; but these are not included. 
Pickering (1951, 1952) chose this unsatisfactory series 
for republication. 

Pickering denies the motor reactions because his 
manometric observations of intragastric pressure do not 
reveal them. But this shows the inadequacy of Picker- 
ing’s method. It should be clear that if a part contracts 
upon itself and the contents can escape, no rise in 
intraluminal pressure takes place. We can powerfully 
clench our fist without raising the tension of air within 
it—and still cause pain from a lesion in the palm. 
Pickering also cites Palmer’s experiments with an 
intragastric balloon, although Palmer himself rejects 
these. 


2. Relief on Emptying Stomach 

It is argued that pain may be relieved by emptying 
the stomach ; but this does not prove that acid causes 
the pain. Emptying the stomach has a far deeper and 
more complicated effect than a mere reduction in the 
quantity of acid. The motor, secretory, and circulatory 





destruction almost complete. 
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functions of the gastro-intestinal tract are profoundly 
affected ; and also the mind and the whole body of the 
patient, as shown by the listlessness, pallor, and sweating. 
His muscles, voluntary and involuntary, are relaxed. 


3. Pain associated with Achlorhydria 

Pain is found in uleer patients with repeatedly proved 
histamine-fast achlorhydria. Pickering tries to meet 
this by pointing out that, if appetising foods are given, 
and if the tests are continued for twenty-four hours, and 
if sensitive electrometric methods are used, and if 
repeated doses of histamine are given to refractory 
patients, some acid will be found in many of these 
patients some of the time. But surely this does not show 
that acid causes the pain. The delicacy of the tests 
contrasts so greatly with the gross quantities of acid 
which must be given to cause pain. Moreover, James 
and Pickering (1949) found in their 23 patients with 
painful gastric ulcer an acidity so much less than normal 
(even falling to neutrality during the night) that they 
were forced ‘‘ to look for something other than intra- 
gastric acidity as the essential agent in the pathogenesis 
of gastric ulcer.’’ The same data show that something 
other than intragastric acidity is the essential agent in 
producing pain. 

Night pains occur in gastric ulcer, as Walton (1930) 
has pointed out. To check this I studied the case-notes 
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Fig. 6—Ulcer of lesser curvature, with complete penetration. Nerves 
of gap are nerves of the gastrohepatic omentum. Lines indicate 
merve, almost normal, on outer surface of ulcer, and another 
undergoing destruction in fibrous layer of Askanazy. 
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Fig. 7—High-power view of almost normal nerve in fig. 6. 


taken by myself of my last 29 private patients with 
gastric ulcer who came to gastrectomy. In 16 cases it is 
noted that the patient was either awakened in the small 
hours of the morning, including the 2 patients from- 
whom figs. 1 and 13 are derived, or kept awake. In 11 
cases no record is made. In 2 it is recorded that there 
was no night pain. James and Pickering found that in 
16 of their 23 patients with painful gastric ulcer the 
acidity ‘‘ fell to neutral or slightly to the alkaline side ” 
after midnight. 

Bonney and Pickering (1946) and Pickering (1952) 
have found pain in anastomotic ulcer and gastric cancer 
with ‘ acidity sometimes not higher than the turning 
point of Toepfer’s reagent’ and “ patients with gastric 
cancer and other conditions in which the gastric juice 
was found to be persistently alkaline or neutral to 
litmus, and in which there was reason to believe that 
pain came from the stomach.” This is easy to under- 
stand when we recognise that the essential and primary 
cause of the pain is inflammation, and that whether in 
stomach, appendix, or finger, or whether in a simple or 
malignant ulcer, the basic mechanism is the same— 
i.e., raised tension and chemical changes in inflamed 
tissue. Pain derives from “ le milieu intérieur,’’ not from 
‘‘le milieu extérieur.’’ Fundamental biological mecha- 
nisms do not vary from organ to organ and from tissue to 
tissue. 

4. Anatomy and Pathology 

The anatomy and pathology of the acid hypothesis are 
wrong. Pickering (1952) determines ‘the site of the 
nerve endings ”’ as follows : 

‘** We have seen that when acid is injected into the stomach 
there is a surprisingly long latent period before the appearance 
of pain. . . . At first sight these times seemed long for pain 
arising from the actual ulcer crater. But reflection showed 
that there was no yardstick by which to judge. Application of 
acid to ulcers made on the skin of the forearm by shaving 
off the superficial layers produced pain in a few seconds if the 
ulcers were fresh ; but if the ulcers were four days old and 
covered by a dry adherent scab, the time to produce pain 
with acid was lengthened to the order found with gastric 
ulcer. In gastric ulcer the time relations of the pain would 
be accounted for if the nerve endings lay at a distance of 
about 1/,99 inch below the surface of the crater. This is 
about the order of thickness of the layer of necrotic tissue that 
forms the floor of the crater. Thus, an experimental analvsis 
of the behaviour of pain in peptic ulcer leads to the conclusion 
that the pain is produced by acid acting as a chemical irritant 
on nerve endings which lie in the ulcer crater a little below 
the surface of the ulcer.”’ 

But a lesion four days old is not comparable with one 
four years old. A wound is not a chronic ulcer. It may 
become one, but not in four days. Wound and ulce! 
have different tissue elements and a different cause and 
a different course. A chronic congestive ulcer of the leg 











—2- 


A 








; with 
s it is 
small 
from: 
In 11 
._ there 
hat in 
er the 
side ”’ 


(1952) 
cancer 
urning 
rastric 
. juice 
ral to 
e that 
under- 
rimary 
cher in 
ple or 
ame— 
flamed 
t from 
mecha- 
ssue to 


asis are 
of the 


tomach 
earance 
or pain 
showed 
ation of 
shaving 
is if the 
old and 
ce pain 
gastric 
n would 
ance of 
This is 
sue that 
analvsis 
nclusion 
irritant 
le below 


ith one 
It may 
id ulce: 
use and 
the leg 











THE LANCET] ORIGINAL 








. oe 


Fig. 8—High-power view of nerve undergoin 


toa 





g destruction in fig. 6. 


would be a better yardstick. It resembles gastric ulcer 
in length of life; in its course, healing with rest and 
breaking down with activity ; and in its tissue elements, 
for it has the layers of Askanazy, but thinner than in 
gastric ulcer. It is insensitive to the surface application 
of caustics, for the nerves, as in gastric ulcer, are separated 
from the caustic by insensitive layers, including a fast- 
flowing stream of blood in a rich capillary bed. 
Moreover, it should be remembered that the symptoms 
of psychosomatic diseases are readily influenced by 
suggestion, and are therefore better studied in their 
natural setting than in a laboratory. Clinical phenomena, 
such as the following, are thus of overriding importance : 
(1) “The main thing is to recognise that chronic 
gastroduodenitis can produce typical ulcer symptoms 
without being complicated by the presence of any chronic 


ulcer.” I here repeat in the words of Faber (1935) 

what I have 
"ww > already stated 
—" . in the words 


of Konjetzny, 
because it is fof 
such importance. 
(2) “It is a 
familiar observa- 
tion that, after 
a dietetic treat- 
ment for ulcer 
which causes 
relief from the 
symptoms, the 
acidity increases 
so that the 
patients leave 
the clinic free 
from symptoms, 
but with greater 
hyperacidity 
than they had 
on admission ”’ 
(Faber 1935). 


(3) When a 
patient with an 
uncomplicated 
peptic ulcer 
is put to bed, 
the pains dis- 
appear, just as 
in leg ulcers, 
even though 
the acidity 
rises and the 
ulcer remains 
unhealed, its 
histology un- 
changed. 


Fig. 9—Outline (ghost) of destroyed nerve (in 
granulation layer and reaching eosinophil- 


necrotic layer) indicated by lines. 
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Ulcére en Puits 
3 mm. wide, 


through the 
The swollen margins may meet over the 


The ‘‘ ulcére en puits ’’ has a crater only 2 
but it penetrates deeply, like a well, right 
stomach wall. 


crater, but after excision and fixation they shrink and 


separate. In radiographs it appears, en profile, as a 
narrow niche, sometimes linear; en face, as a small 


fleck of barium from which ruge radiate. There is no 
scope for the action of acid on the surface of such ulcers, 
but they are often very painful. Fig. 1 is a section taken 
across the greatest diameter of such an ulcer. The 
patient had a gastrectomy done at St. Vincent’s Hospital 
on May 13, 1952, in the presence of Mr. R. M. Handfield- 
Jones. The patient’s pains were such that he had been 
forced to give up work, and his admission had been 
hastened to forestall complications. The nerve-ends of 
the edge are sealed in the layers of the muscular coat, 
and retracted under cover of the mucosa and submucosa, 
and serial secretions showed that there were no nerves 
in the gap. But even if a few fibres had been found, 
the crater is too small to provide that extensity of 





Fig. 10—Low-power view of meat-fibres embedded deeply in the 
leucofibrinous layer of gastric ulcer. 


stimulation which we know to ‘be necessary for pain 
production from the stomach. 

When the stomach has been freed during operation, 
the ulcer is found to be stiff and indurated, its external 
surface red, stippled, and cdematous—angry-looking. 
On opening the specimen afterwards one finds the 
insignificant niche, 2 mm. in diameter, and feels that the 
focusing of attention on the floor of this, as the exclusive 
primary source of the pain, is an armchair conception. 
Its absurdity is revealed (though less strikingly than at 
operation) by the radiographs of many patients, of which 
fig. 13 is an example. The patient, operated on” at 
St. Vincent’s Hospital on Sept. 30, 1952, had severe 
pains. Note the insignificant niche. Its floor was shown 
by a complete set of serial sections to be without nerves ; 
there were no “‘ nerves of the gap.”’ 


Contrast the massive 
base, indicated by shading, in which lie numberless 
nerves embedded in an inflamed matrix. It is amazing 
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Fig. 1l1—Another meat-fibre in same ulcer as in fig. 10, embedded in 
granulation tissue and covered by a layer of new epithelium growing 
inwards from margin of ulcer. 


that textbooks of physiology and pathology confuse and 
reverse the relative pain réles of these two parts. 


Motor Hypotheses 

Oolic.—Christensen (1935) attributes ulcer pains to 
bouts of vigorous contractions. These cease after food 
but recur as the stomach empties. But why should the 
stomach be so perverse as to rest when given work, and 
to awaken later? The answer is that the painful con- 
tractions shown by kymography are artefacts. As the 
stomach empties it appreciates the distended balloon 
as a large foreign body and makes vigorous efforts to 
expel it. These bouts are not observed if the really 
empty stomach is studiéd by cineradiography after 
minute metal clips have been placed along its borders. 
Moreover balloon pains are suffered by the healthy 
stomach as well as by the ulcerated stomach. And again, 
balloon pains are colicky, but ulcer pains are steady. 

Spasm.—Contraction of plain muscle cannot be the 
primary cause of ulcer pains. Pains due to contractions 
do not occur apart from contractions which are so gross 
and violent that they can easily be demonstrated by 
clinical or radiographical means. Thus, pains result if the 
radiologist gives an enema under too high pressure, and 
they are seen to arise from violent contractions of large 
segments of colon. Numerous 
observers have shown that there 
is no gross difference in appear- 
ance and motor behaviour of the 
stomach between the natural 
pain - periods and _ pain - free 
periods. Spasms may be caused 
by unnatural strengths of hydro- 
chloric acid, or by a -distended 
balloon in the stomach, and pain 
may result, especially if the 
spasm grips an inflamed part. 
In logical order, inflammation is 
then the primary and natural 
cause, spasm the secondary cause, 
and the acid or the balloon the 
tertiary and artificial cause. If 
there is no inflammation, pain is 
caused only with difficulty, spasm 
is then the primary cause, the 
balloon or the acid secondary, 
and all four—pain, spasm, bal- 
loon, and acid—are artificial and 
unnatural. It must be clearly 
borne in mind that these spasms 
are not analogous te the normal 
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Fig. 12—Nerves (indicated by lines) embedded in fibrous base of ulcer. 
showing their close relationship to vessels. They could readily be 
affected by hamodynamic factors. 


postural shortening reaction of the muscle coats of the 
emptying stomach. 

Finally, how can one explain periodic exacerbations 
and remissions, if acid or spasm be the primary cause ? 
The explanation is easy, if inflammation be the primary 
cause, for waxing and waning is a natural feature of 
chronic inflammation. 


Summary and Conclusions 


The nerves in chronic gastric ulcer are in two main 
groups, those of the edge and those of the gap. 

The nerves of the edge are the divided ends of the sub- 
mucous and myogastric plexuses. They are the only 
constant group. They are enclosed within fused 
anatomical layers. They are usually covered by the 
thickened mucosa and submucosa. They are end-bulbs, 
akin to those found in an amputation stump. 

The nerves of the gap are absent when the ulcer is on 
the anterior or posterior wall and penetration is complete. 
They are the nerves of the mesentery when the ulcer is 
on the lesser curvature and penetration is complete. 
They are embedded not in anatomical layers but in the 
layers of Askanazy. Their destruction is gradual (unlike 
the end-bulbs of the edge), and completed in the granu- 
lation layer. They are separated from the gastric 
contents by the three innermost layers of Askanazy 
and by the blood circulating in the granulation tissue. 
These layers are impermeable to gastric acid. 





Fig. 13—Radiograph of ulcer of posterior wall of 
stomach, showing relative insignificance of tissue 
forming floor of crater, compared with “ visible 
palpable lesion’ handled by surgeon. Serial sec- 
tions showed no nerves in ulcer floor or in “‘ gap.”’ 
There were hundreds in the edge, under cover of 
thickened and sub . separated from 
gastric acid by living tissue and circulating blood. 
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THE tanomey 

The layers described by ubaninde in the Seve of a 
gastric ulcer are found also, but thinner, in a chronic 
ulcer of the leg. They are insensitive to caustics, 
including hydrochloric acid. 

The dispute for pain authorship between the floor and 
edge of the ulcer (that is, between acid and inflammation) 
is decided by microscopy. There are no nerves in the 
floor of some painful ulcers but always many in the 
edge. 

The part from which pain arises is 
palpable lesion ’ 
mucosa. 

Pain-periods during the year, and pain exacerbations 
before hzmorrhage or perforation, are due to acute 
exacerbations of the chronic inflammation. 

Pain fluctuations during the day are brought about 
by hemodynamic factors—alterations in volume, pres- 
sure, and velocity of blood-flow in the painful tissue. 

Meat-fibres may remain for days undigested in the 
floor of a gastric ulcer. 

Motor activity, including spasm, is not the primary 
cause of ulcer pain, but if excessive it may cause pain 
secondarily by squeezing tender tissue. 

Acid is not the primary cause of ulcer pain, but if 
strong enough may cause the stomach to squeeze tender 
tissue. In logical order, inflammation is then the 
primary, the motor disturbance the secondary, and the 
acid the tertiary cause. 

The hypothesis that acid acting on nerve-endings in 
the floor of the ulcer is the primary cause of ulcer pain is 
based upon unnatural experiments, false anatomy, and 
faulty pathology. It is unscientific in that it ignores 
gastric pain with achlorhydria and with hypochlorbydria, 
the ‘ ulcére en puits,’’ antrum gastritis, the exacerbation 
of pain before hemorrhage and perforation, and seasonal 
variations in pain. Many patients with ‘ ulcer pain” 
have no nerves in the ulcer floor, some have no acid, and 
some even have no ulcer. 

The acid hypothesis spoils our philosophy of pain, 
because it fits in so badly with pain where there is no 
acid. It offends against the essential unity of the pain 
mechanism. 


“the visible 
rather than the diffusely inflamed 
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THE MANAGEMENT OF BREECH 
PRESENTATION * 


JaMES Mair 
F.R.C.S.E., M.R.C.O.G, 
From the Department of Obstetrics and Gynecology, 
Southern General Hospital, Glasgow 


THE purpose of this communication is not to discuss 
the technique of breech delivery but to describe a régime 
for the management of these cases from the time at which 
the presentation is first diagnosed. 

The method has been in routine use at the Southern 
General Hospital, Glasgow, since the beginning of 1949, 
but in that year it was applied only to primigravide. 
Early in 1950 Redman drew attention to a fact that had 
no doubt been recognised already by many obstetricians 
and has since been emphasised by others—namely, that 
breech delivery in the multipara is at least as hazardous 
to the foetus, and often more hazardous, than breech 
delivery in the primigravida. Since the beginning of 
1950, therefore, we have treated breech presentation 
in the multiparous with as great a respect as in the 
primigravide. 

Ass the method of management starts with the antenatal 
diagnosis of the presentation, it cannot apply to the 
non-booked case admitted in labour. The series described 
therefore consists of booked cases which have been seen 
at least once antenatally and for which the hospital has 
accepted responsibility for confinement ; it also consists 
entirely of uncomplicated breech presentation. My 
definition of uncomplicated breech follows fairly closely 
that of most other obstetricians, except that, for a rather 
important reason that will be apparent later, prematurity 
of the infant has not been excluded. The complications 
for which cases were excluded from the series were pre- 
eclampsia and eclampsia, antepartum hemorrhage, 
twins, congenital fetal abnormality incompatible with 
life, and delivery by cesarean section for any reason. 
The data for the remaining 71 cases are: 2 


Surgically induce 


; i* 4 mn ‘i 44 
Average birth we ight we ode : ia 6 Ib. 6 oz. 
Weight of heaviest baby. . ; 7 Ib. 11 oz. 
Weight of lightest baby . ' 4 lb. 8 oz, 
Not induced . ‘ 7 27 
Average birth we ight ; ‘s 6 Ib. 8 oz. 
Stillbirths ee * ere - 0 
Neonatal death es ie re ; ‘ 1 


External Version 

Most workers will agree that, when breech presentation 
is first diagnosed, an attempt at cephalic version should 
be made at between 34 and 36 weeks. Opinions differ, 
however, about the degree of determination with 
which the obstetrician should try to achieve cephalic 
version. That there is a slightly increased risk to the 
foetus from breech delivery few will deny, but from recent 
published series it is evident that this risk can be very 
slight indeed, and in some circumstances it can be less 
than the risk arising from external version. Published 
reports show a considerable difference in results as 
regards foetal loss in breech delivery, these results 
varying from 20% to 1 or 2%. It has often been pointed 
out that the comparison of results is made difficult by 
the fact that workers differ in their definition of booked 
and of uncomplicated cases and many do not separate 
these cases at all. One fact, however, of considerable 
significance is that most of the outstandingly good results 
are those of a single operator. It follows from this that 
it would be well if a method of management could be 
elaborated by the use of which all who are concerned 
with breech presentation and delivery in any one hospita 
could show a uniformly low fetal loss. 





* Read before the Glasgow Obstetrical and Gynecological 
Society on Dec. 17, 1952. 
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The risk to the foetus from external version is generally 
considered less than the risk arising from breech delivery. 
Dobbie (1948), however, found that in 182 external 
versions under anesthesia 4 foetal deaths (2%) were 
directly attributed to the version and 2 further deaths 
to prolapse of the cord. If the extended breech is 
engaged the cord is unlikely to prolapse ; but if version 
is performed and labour sets in soon the cord may 
prolapse. Freeth and MacVine (1951) in 214 versions 
under anesthesia found a total corrected foetal loss of 
2:39, and considered that 1:4% could be directly 
attributed to the version. As I have indicated elsewhere 
(Mair 1951), it is perhaps surprising that these figures 
were not even higher, in view of the fact that vaginal 
bleeding during version seems to have been regarded with 
comparative equanimity. 

It has often been stated that, if general anzsthesia is 
used for version, no more force should be applied to the 
uterus than if anesthesia were not used, and that the 
purpose of the anesthesia is purely to relax the abdominal 
musculature. This attitude is certainly correct but is it 
always put into practice? The results must also speak 
for themselves, and I have never seen vaginal bleeding 
follow version or attempted version without anesthesia. 
After version without anesthesia it does occasionally 
happen that there is a slowing or even an irregularity 
of the foetal heart. Very occasionally, if this does not 
right itself quickly, it may be necessary to reconvert the 
presentation to breech. This complication, however, may 
occur after very easy and gentle version, and it is then 
probably due to entanglement of the cord round the 
foetus. 

There is a place for version under anzesthesia in a very 
few cases—e.g., in some, but not all, cases where the 
pelvis is contracted, and in the occasional patient who, 
in spite of careful preparation, cannot be persuaded to 
codperate. It is to the widespread use of anesthesia 
that I find myself opposed. There is also to be con- 
sidered the slight but definite risk to the mother of 
general anwsthesia—a risk substantially increased if she 
should go into labour soon after the administration of the 
anesthetic and possibly require a second anesthetic at 
delivery. It may be argued that, if very expert modern 
anesthesia is available, the risk is negligible. Though 
this may theoretically be true, it must at least be con- 
ceded that the anesthesia required for external version 
is not always easy to administer. Finally, one can hardly 
regard the discomfort of recovering from general anes- 
thesia as contributing in any beneficial way to that 
psychological preparation of a woman for labour which 
most of us today regard as of considerable importance. 


Management of the Case 

Our practice, therefore, during these years has been to 
attempt external version without anesthesia but with 
careful preparation of the patient beforehand, not 
forgetting also proper mental preparation, the patient 
being rested in bed for an hour or so and given morphine 
gr. '/, (16 mg.) before the attempt at version. Recently 
this morphine has been given intravenously a few 
minutes before version. 

If version in these circumstances is unsuccessful, we 
consider whether the case shall be dealt with as one of 
planned breech delivery or not. If breech delivery is 
contemplated, certain criteria must be satisfied. First, 
the legs must be extended (they nearly always are if easy 
version has failed). Secondly, the pelvis is carefully 
assessed, both clinically and in every case also radio- 
logically. If there is definite contraction or deformity 
of the pelvis, either version under anesthesia is attempted 
or elective caesarean section is performed at term. The 
choice of these alternatives when the pelvis is contracted 
and the breech presents will generally be made on the 
age and obstetric history of the patient. 
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There are cases, however, in which there may be a 
slight or borderline degree of pelvic contraction and the 
extended breech is engaged in the pelvis. In these cases 
version under anesthesia is likely also to be unsuccessful ; 
and, instead of resorting to caesarean section with a 
borderline pelvis, a trial of labour should be made when 
the breech presents. In such a case, if labour is allowed 
to progress until full dilatation of the cervix, in the 
absence of disordered uterine action or of maternal or 
foetal distress, and if the breech descends rapidly in the 
pelvis and appears likely to deliver itself spontaneously 
over the perineum, there will not be disproportion 
between the aftercoming head and the pelvis. Both 
Higgins (1942) and Cox (1950) remarked that failure of 
the breech to descend easily through the pelvic cavity 
was an indication of probable disproportion. If, however, 
the breech does not deliver spontaneously, and there is 
known to be slight pelvic contraction, there is likely to 
be disproportion between the aftercoming head and the 
pelvis, in which case delivery by lower-segment cesarean 
section is indicated and perfectly feasible, and breech 
extraction, which would be the alternative, is contra- 
indicated. 

The whole matter of antenatal version was well sum- 
marised by a speaker in the discussion following an 
American paper (Litzenberg 1941) who said : 

“Tt is a shame, in a case where external version could be 
done with the greatest of ease, not to do it, but it is also a 
shame and a greater one to persist in its use when one has 
difficulty.” 

Birth Weight and Foetal Mortality 


The management of these cases, after it has been 
decided that planned breech delivery shall take place, 
must now be considered. 

There is now much evidence that foetal mortality in 
labour with the breech presenting is closely related to the 
birth weight. For example, Mohler (1932) found that of 
27 babies weighing 8 lb. or more 30% died of intra- 
cranial hemorrhage, and this was three times as great as 
the total stillbirth-rate in a series of 170 cases. Many 
other workers have reached a similar conclusion, and 
Cox (1950), in 1000 uncomplicated cases from Liverpool, 
showed an almost startling relation of foetal weight to 
mortality. From his figures it is apparent that the 
mortality increases sharply as the child’s weight falls 
below 5 lb.; it also increases steadily as the child’s 
weight rises above 6 lb. Cox points out that the mortality 
in the weight-group 8-9 lb. would have been even higher 
had he not included 125 cases of cxesarean section. 

During the same period that the above-mentioned 71 
booked cases were dealt with, 41 non-booked uncompli- 
cated cases were admitted. The relevant data for these 
are : 

Average birth weight .. os eh 
Average birth weight excluding 9 
babies weighing less than 5 Ib. 8 oz. 


6 Ib. 14 oz. 


at birth * 7 Ib. 5 oz. 
Heaviest baby - -* 9 lb. 11 oz. (stillborn) 
Stillbirths =e ba te s 3 (weights 9 Ib. 11 oz., 


9 lb. 8 oz. and 5 Ib. 6 oz.) 
Of the stillborn infants 2 weighed more than 9 Ib., and 
in the 3rd (in which the baby weighed only 5 Ib. 6 oz.) 
no foetal heart was heard on admission, the stillbirth 
being unexplained. 

All this, of course, raises the question of just what is 
the optimum birth weight. Comparatively few workers 
have given their views on this matter. From Cox’s 
figures 5 to 6 lb. seems to be the optimum. Higgins 
(1942) also believed that 51/, to 6 lb. was the ideal 
weight. In the 71 booked cases dealt with here 1 baby, 
which weighed 4 Ib. 8 oz. at birth, died subsequently 
from immaturity. I have come to the conclusion that 
the ideal weight for a baby born as a breech is between 
6 and 7 lb. The lower weights, although apparently 


attractive, carry too much risk of immaturity. 
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Surgical Induction of Labour 


A birth weight below the dangerous level, and in most 
cases approximating to the ideal, can be achieved by the 
surgical induction of labour at the appropriate time. This 
practice is mentioned in passing by several authorities 
but with one exception none has recommended its routine 
use. Of the recent references to this procedure perhaps 
the most favourable comment is that of Cox (1950), 
who said that he had been impressed by induction by 
rupture of the forewaters in suitable cases but hesitated 
to recommend it as a routine procedure. Vartan (1945) 
also recommended that, if the baby seemed large or the 
pelvis small and version has not been accomplished by 
the 38th week, labour should be induced. Eleven years 
ago, however, Higgins (1942) advocated induction at the 
appropriate time in all cases where the extended breech 
presented and in which version had failed. In this 
recommendation he seems to be alone. 

It is still commonly taught that preservation of intact 
forewaters is important in breech presentation. This is a 
half truth, and in the circumstances with which we are 
here faced it is quite untrue. In the case of a flexed 
breech above the pelvic brim it is of great import that 
the forewaters should remain intact. But it is in these 
very cases that easy version is nearly always possible, 
unless the patient spoutaneously goes into premature 
labour before spontaneous or assisted version has had 
time to take place. Here, of course, it is the premature 
labour which is responsible for the presentation of the 
breech. In the uncommon case of failure to turn the 
flexed breech easily at the 34th week there is then no 
case for surgical induction, and either version under 
anesthesia or drug induction of labour should be 
attempted. 

But the common case in which external version without 
anesthesia is impossible is the frank breech in which the 
breech engages in the pelvis. This presenting part fits 
the lower segment and the pelvic brim very well, often 
better than the head if the latter is not well flexed. This 
being so, presentation and prolapse of the cord do not 
occur. These facts were, of course, pointed out by 

Marshall (1934). What is perhaps less well known is 
that they were recognised as long ago as 1800 by Thomas 
Denman and then for many years forgotten. He wrote : 

“Tf, on the contrary, we suffer the breech, especially with 
the legs turned upwards, to be expelled by the natural pains, 
the distension of the parts thereby occasioned is so ample, 
that the body and head follow immediately or are readily 
extracted.” 


This close fitting of the extended breech to the pelvic 
brim is the main important factor which makes surgical 
induction by rupture of the forewaters perfectly safe 
in these cases. 

One of the undoubted, but not I think unsurmount- 
able, difficulties in this plan for the management of 
breech presentation is the judgment of the optimum 
time for induction. This is generally between 38 weeks 
and term, and often nearer term than 38 weeks. Dates, 
however, may be wrong, and there may even be no 
menstrual history which is of any value, as in the above- 
mentioned case of the baby which died ; for the mother 
had become pregnant immediately after an abortion. 
Here there was quite simply an error in the clinical 
estimation of the size of the foetus, and in the absence of 
any menstrual history a radiographic confirmatory 
estimate of maturity would probably have been helpful. 
Admittedly, this estimation of maturity may often be 
difficult: it must remain a matter of judgment. But two 
points are worth remembering: (1) the foetus presenting 
by the breech often seems, on palpation, to be rather 
larger than one of the same size presenting by the vertex ; 
and (2) there need be no hurried decision—the patient 
must be admitted to hospital in any case for the induction, 
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and time can be taken for adequate and careful con- 

sideration and consultation by the various members of 

the staff before the final date for induction is decided. 
The birth weights in the induced cases were as follows : 


4lb. 8 oz 6 lb. 0 oz. 6 lb. 4 oz. 6 lb. 8 oz. 7lb. Ooz. 
oS ee S 35 Oa e Be ee, 

a a eS ae ee ee Ci. Oa a 
ane eae Oe S 5.6 wv © 25 eos 7» © wm 
. el ee Gu Bs ne 3 Se: oe Ee 
see ree oo Ou, Te ae 7 iee 15 Wi 

a? ee i oo Be a . ‘aes 

G..' 32 2 Sic OS os C...| Seas v Ge oe os 
ae) se Se Cli ton S.., 44 


Thus the risk of dangerous prematurity from induced 
labour is very small, and it is not very difficult consistently 
to obtain by this method babies of reasonable size. Of 
the 44 babies only 4 weighed less than 5 Ib. 8 oz., and 29 
were of the ideal ‘weight of 6 or 7 Ib. 

It has been shown above that in 27 out of 71 booked 
cases labour was not induced, and that in these cases 
the average birth weight was very similar to that in the 
induced cases. The reason for both these facts is that 
most of these 27 mothers went into labour spontaneously 
before the planned induction: in other words, labour 
took place spontaneously when the foetus was of the 
optimum size without the necessity for induction. The 
reasons for not inducing labour were as follows : 


Premature labour before planned induction 14 
Premature labour before atte mes at version 3 
Wrongly diagnose d as vertex : 3 
Multipara early in series 4 
Flexed breech—drug induc tion SF 2 
Failed to return to antenatal clinic 1 

Total as 27 


Mention must briefly be made again of the case in 
which there is a minor degree of contracted pelvis and 
in which version without anesthesia has failed and the 
extended breech is engaged. It has already been said 
that trial of labour is justified in these cases, but there is 
even more reason for the desirability of a baby of 
optimum size. Surgical induction should therefore be 
carried out; and, if the breech fails to descend to the 
introitus, cesarean section remains perfectly feasible. 
One would not, of course, adopt this method in any but 
a quite minor degree of pelvic contraction. 

The question, finally, of the elderly or relatively 
infertile primigravida requires consideration and is 
difficult. Although the results of breech delivery with 
this régime are good, my feeling at present is that, until 
they have continued to be good for more years and over 
more cases than have yet been dealt with, these women 
must still be offered cesarean section for the sake of the 
baby. 


Cesarean Section 


It might possibly be thought that, by the avoidance 
of version except when it is easy, the incidence of 
cesarean section in cases of breech presentation would 
rise to an unacceptable level. This is not so. In 1950 
there were 60 breech deliveries, both complicated and 
uncomplicated, in the Southern General Hospital, 
Glasgow. In that year, out of 86 cesarean sections, 
only 1 was done for breech presentation and contracted 
pelvis alone, although, of course, there were cases in 
which cesarean section was chosen as the method of 
delivery when the breech presented in combination with 
other factors—e.g., in the elderly or infertile primi- 
gravida, or in cases with hypertension. This incidentally 
illustrates the fact that contracted pelvis is not, as is 
still often stated, an etiological factor in breech pre- 
sentation at term. As Vartan (1940) has said, the only 
etiological factor of importance in breech presentation 
near term is extension of the legs. Contracted pelvis 
occurs no more frequently when the breech presents at 
term than it does when the-vertex presents. Hence the 
incidence of cxsarean section in breech presentation is 
unlikely to rise significantly as a result of the régime 


364 THE LANCET] 


described here. It is true that the excellent results of the 
Liverpool school have been in no small measure con- 
tributed to, as Cox (1950) himself points out, by the 
considerably extended use of cesarean section. But a 
large proportion of these operations were done because 
of a large foetus, and it is just this state of affairs that 
can be avoided by the timely use of surgical induction. 
We must in some way attempt to solve this problem of 
the large baby in breech delivery. Some make no attempt 
to do so, claiming that, given a pelvis of average size 
they can by obstetric art deliver through it by the 
breech a living baby of any size. Others, notably the 
Liverpool school, solve it completely and absolutely, as 
their excellent results show, by a cxsarean-section rate 
in breech presentation of over 12%. I believe this 
figure to be unacceptably high. It is true that the 
maternal mortality for elective lower-segment cesarean 
section in Liverpool was less than 0-1% and that it 
probably should be reducible to nil. But the fact remains 
that the uterus is scarred ; and, however slight we may 
believe the risk of subsequent rupture of that scar to be, 
subsequent vaginal delivery must always be approached 
with, to put it at its mildest, some slight apprehension. 


Conclusions 


An attempt has been made to describe a method of 
management of cases of breech presentation which, if it 
is accepted as a guiding principle, solves some of the 
problems which they present, and will give results more 
satisfactory than the average when applied by a team 
of workers. 

The results of single individuals using a variety of 
techniques can be unsurpassed ; but it is important that 
the several workers in a department should have a set 
principle by which their total results may benefit. 

Finally, the words ‘‘ guiding principle’’ are used 
deliberately. It is evidently wrong to insist too strongly 
on any therapeutic process, and it is more as a theme 
to be borne in mind that the plea is made for less external 
version and therefore more breech delivery, and that this 
breech delivery should always be planned and often 
preceded by surgical induction. 


I am indebted to Dr. A. M. Sutherland for helpful advice and 
for permission to publish these cases, and to Dr. A. H. C. 
Walker for originally suggesting to me the practice of routine 
induction in breech presentation. 
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*, . . Can the patient (or the private individual on his 
behalf) take a more positive and articulate share in his treat- 
ment ? Can the patient secure some recognition of the fact 
that he is less stupid than he has sometimes been made to feel 
in the past ? Can the doctor and the nurse increase their help 
to the patient by abandoning some of the mystery with which 
they have surrounded themselves for so long ? Can they be 
made to feel more a part of the community as a whole ? The 
answers to these and similar questions will settle the future 
of the health service. It could be shattered in a quarrel based 
on profound misunderstanding : it could be at the start of a 
most fruitful partnership providing a new and powerful 
element of cohesion and pride throughout the nation.”— 
Francis Boyp, Spectater, Aug. 7, 1953, p. 145. 
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EXTERNAL CEPHALIC VERSION 


M. R. FELL 
M.R.C.O.G. 
OBSTETRICAL REGISTRAR, MIDDLESEX HOSPITAL, LONDON 


THE results of external cephalic version under 
anesthesia are here compared and contrasted with the 
results of breech delivery over a five-year period at the 
Middlesex Hospital, London, from Jan. 1, 1948, to 
Dec. 31, 1952. 

It has been suggested that external version under 
anesthesia has no place in obstetrics, on the grounds that 
it does not accomplish its object and is unsafe : 


“Even the most enthusiastic advocates of external version 
have failed to prove that the final incidence of breech pre- 
sentation at delivery is substantially reduced by this 
manipulation (external version). To achieve any net salvage 
of babies by this manipulation, it is obligatory that you do 
reduce your incidence of breech deliveries by something more 
than half” (Obstetrical and Gynecological Survey 1952). 


In this paper I shall try to show that external version, 
both with and without anesthesia, has a very definite 
place in obstetrics today. To do this, the following 
questions must be answered : 

(1) What is the objective of externa] version, and is this 
objective attained ? 

(2) Is there a need for version ? 

(3) When should version be performed ? 

(4) Is version safe for the mother ? 

(5) Is version safe for the foetus ? 

(6) How does the risk from external version compare with 
the risk from breech delivery ? 

(7) In which cases is version unjustifiable ? 

Material 

To compare and contrast satisfactorily the results 
obtained in this series with the figures published by 
other workers it is necessary to exclude certain groups of 
cases from the analysis. Hence only those cases in which 
the child at birth weighed at least 1-5 kg. (3-3 Ib.) are 
included. 

The breech deliveries have been divided into those 
complicated by some other disorder in either mother or 
child—e.g., placenta praevia, accidental hemorrhage, 
toxemia, and fetal malformations incompatible with 
life—and those uncomplicated by any factors which 
might increase the risk to the foetus. 

Multiple pregnancies including one or more breech 
presentations have been excluded because in such cases 
antenatal external version is contra-indicated. 

In the period under discussion there were 4217 
deliveries, vaginal and abdominal, excluding infants 
weighing less than 1-5 kg. at birth. This total included 
67 breech deliveries, of which 50 were delivered vaginally 
and 17 abdominally. 

During the same period 107 attempts were made at 
version under anwsthesid in 102 patients. (External 
version under anesthesia was never attempted unless 
version without anesthesia had proved unsuccessful, but 
the number of versions performed without anesthesia 
during this same period is not known. It is known, 
however, that no maternal or fetal death followed 
attempted version without anesthesia.) 


Results 
EXTERNAL VERSION UNDER ANASTHESIA 


Of the whole series of 107 attempts at external version 
under anesthesia in 102 patients 82 (80%) were success- 
ful, 25 attempts in 20 patients being unsuccessful. The 
maternal mortality was nil, and stillbirths and neonatal 
deaths numbered 5. The corrected foetal loss due to 
version was 2%. 

Analysis of the 88 primigravid@ shows that external 
version under anzsthesia was successful in 69 (78%) 
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THE LANCET] 
cases. Delivery was normal in 49 cases, by forceps in 15, 
by breech extraction in 18, and by cesarean section in 6. 
Stillbirths and neonatal deaths were 4 : 

(1. Placental separation. 
Fetal death due to version {2 Premature rupture of the mem- 


branes, with prolapse of the 
cord. 


(3. Asphyxia following vaginal 
breech delivery. 

4. Cerebral hemorrhage following 

{breech extraction. 


Fetal death from other causes 


Analysis of the 14 multipare shows that external version 
under anesthesia was successful in 13 (93%) cases. 
Delivery was normal in 10 cases, by forceps in 1, and by 
cesarean section in 3. There was 1 fetal death, from 
pre-eclamptic toxemia complicating pregnancy. 

Stage of pregnancy.—The results of attempted external 
version under anesthesia at various stages in pregnancy 
were : 


Stage of pregnancy No. of versions No. of versions 
ks attempted 


(weeks) pte successful 
32 6 6 
33 11 11 
34 15 12 
35 16 13 
36 28 18 
37 14 11 
38 11 7 
39 5 3 
40 1 1 


Complications following attempts at version.—There 
were 3 cases of premature labour, which produced 2 live 
children and 1 stillborn child; 4 cases of accidental 
hemorrhage in which 3 live children and 1 stillborn child 
were delivered ; and 5 cases of reversion, in all of which 
repeat. version was successful. 

Position of legs.—In 19 of the 20 cases in which version 
under anesthesia failed the legs were known to be 
extended. The positions of the legs, verified by radio- 
graphy, in all 102 cases of attempted version under 
anesthesia were : 


Legs Primigravide Multipare 
Extended af y 3 
Flexed .. . te — 9 7 
One leg extended and one leg flexed. . 2 0 
Footling se 5 a 3 0 
Position of legs indeterminate 4 1 
Total 80 ll 
Not radiographed 8 3 
Total 88 14 


BREECH PRESENTATION 

There were 67 breech deliveries in 4217 cases (1-:35%). 
The maternal mortality was nil, and the stillbirths and 
neonatal deaths 11, the corrected foetal mortality—i.e., 
in uncomplicated cases—being 6 (9%). 

There were 46 primigravide, and in 19 of them 24 
attempts at version had failed. There were 37 vaginal 
and 9 abdominal deliveries, and the stillbirths and 
neonatal deaths numbered 8 (corrected 5). The legs were 
extended in 32 cases and flexed in 2, and there were 3 
footlings (2 with one leg flexed and one extended), and 
in 7 cases the position of the legs was unknown. 

There were 21 multipare, and an attempt at version 
failed in only 1 of them. There were 13 vaginal and 8 
abdominal deliveries, and the stillbirths and neonatal 
deaths numbered 4 (corrected 2). The legs were extended 
in 3 cases and flexed in 6, and the position of the legs was 
unknown in 12. 

Thus attempts at version failed 25 times in 20 patients, 
all of whom were subsequently delivered as a breech. 
In 19 of these cases the legs were known to be extended. 
The remaining 47 breech deliveries were emergency 
admissions, cases in which version had been contra- 
indicated, and cases in which the presentation remained 
undiagnosed until labour began. 
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Discussion 
It is now possible to answer the questions asked above. 


(1) What is the Objective of External Version, and is this 
Objective Attained ? 

External version is nearly always performed to correct 
a breech or shoulder presentation to a vertex presentation. 
For the purpose of this paper external version implies 
external cephalic version. 

External version has as its objective the lowering of 
the incidence of breech, or other abnormal, presentation 
at the onset of labour. 

The two main reasons why it is preferable to have a 
vertex presentation at the onset of labour are : 

(a) Breech and other abnormal presentations are attended 
by a much higher fcetal and neonatal mortality. 

(6b) In any case of known, or suspected, disproportion an 
assessment between the size of the foetal head and the size 
of the pelvic brim can only be made with any degree of 
satisfaction if the head is the presenting part. 


Does external version reduce the incidence of breech 
delivery at term, or at the onset of labour, when infants 
weighing 1-5 kg. or more are delivered ? The results 
cited above show that the incidence of breech delivery of 
babies of this weight was 1-35%. 

What would have been the incidence had version not 
been done? Moore and Steptoe (1942) found 1444 
(2-8%) breech presentations in 50,255 deliveries in a 
clinic where no external version was done (excluding 
babies weighing less than 1-5 kg. at birth). Their series 
included some coloured women; when these were 
excluded from the analysis, the incidence of breech 
presentation was 3-38%. The figures given by three 
well-known textbooks for the incidence of breech 
presentation at or near term are 3% (Clayton 1952, 
White et al. 1948) and 4-4-5% (Greenhill 1951). Thus 
it can be seen that external version, as practised at the 
Middlesex Hospital, reduces the expected incidence of 
breech delivery by more than half. 

In some instances—probably indeed in the great 
majority—external version was performed unnecessarily : 
if these cases had been treated expectantly, spontaneous 
cephalic vérsion would have taken place. I maintain, 
however, that external version succeeded in a significant 
number of cases where spontaneous cephalic version 
would not have taken place, and it is as a result of the 
success in this group that the incidence of breech pre- 
sentation was more than halved. It can therefore fairly 
be said that the objective of external version has been 
achieved. 


(2) Is There a Need for Version ? 

The need for version is the need to reduce foetal loss 
which would otherwise result from breech delivery. 

In the Middlesex Hospital during the period under 
discussion the foetal mortality resulting from uncompli- 
cated breech delivery was 9%. From the figures 
cited above it can be seen that the fatal loss resulting 
from version under anesthesia was 2%. It has already 
been noted that there was no foetal loss when version 
was attempted without anzsthesia. It is therefore clear 
that the fetal mortality resulting from all forms of 
external version was less than 2%. Since the fetal 
mortality from version in the Middlesex Hospital is so 
much less than the foetal mortality from breech delivery, 
and, as has already been shown, routine external version 
in all suitable cases in the antenatal period effectively 
reduces the incidence of breech delivery by more than 
half, there is a saving of foetal life thereby. 


(3) When Should Version be Performed ? 

Vartan (1945) has stated—and it is common knowledge 
to all who work in antenatal clinics—that the foetus 
often presents by the breech up to the 30th week of 
pregnancy, but that from this time onwards the pre- 
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sentation becomes progressively less common with the 
approach of term. That is to say, in some cases spon- 
taneous cephalic version takes place. But in the 
remainder the breech presentation persists. Although 
it is impossible to be certain at any given time that 
spontaneous cephalic version will not occur it becomes 
less likely as each week passes. Spontaneous version 
took place in 680 of 1000 breech presentations studied by 
Vartan—i.e., in about 70% of the cases—but in only 42 
xases (4-2%) did spontaneous version occur after the 
34th week of pregnancy. Dearnley (1931) supports this 
contention, stating that spontaneous version is only 
likely up to the 34th week. In other words, in most 
cases external version appears to be unnecessary before 
the end of the 34th week, and it seems doubtful whether 
version wnder anesthesia can be justified before this 
stage of pregnancy. 

The incidence of successful version in our series was 
80%. However, 17 attempts at version (all of which were 
successful) were made under anesthesia before the 34th 
week, and if these cases are excluded the success-rate 
in the remainder was 72%. Some obstetricians advocate 
version without anesthesia whenever a breech pre- 
sentation is found in the antenatal period, whereas others 
believe that there is little to be gained by version before 
32-34 weeks. If version is done earlier than this, there 
is a high rate of reversion. Vartan (1945) found a 
reversion-rate of 21-8%. Yet other. workers advocate 
delaying the manipulation until the 36th week; it is 
the practice of one member of the consultant obstetrical 
staff of the Middlesex Hospital to delay an attempt at 
version under anesthesia until the 36th week of preg- 
nancy. Every effort is then made to turn the foetus in 
utero, and, on occasion, more force is used than is generally 
considered permissible. The only proviso is that all such 
attempts must be made in hospital, where facilities exist 
for immediate cesarean section should this be necessary. 

There is no doubt that, in general, successful version 
becomes less likely as term is approached, presumably 
for the same reasons that spontaneous version becomes 
less frequent. The increasing size of the foetus and the 
tendency to fixation of the presenting part are probably 
the main factors concerned. 

It can be said that version, in view of the fact that it 
becomes more difficult, also becomes more dangerous as 
term is approached. 

Dalley (1952) contends that version should be per- 
formed before the 34th week because then it can be done 
easily without risk and without anesthesia. However, 
he found that spontaneous version took place in only 
36-6% of his cases compared with 70% found by Vartan 
(1945). Is it not therefore likely that a high rate of success 
was obtained by performing version without anesthesia 
earlier than the 34th week at the expense of unnecessarily 
turning many foetuses which would have turned them- 
selves if left alone ? 

Certain factors make successful version less likely 
apart from the time in pregnancy at which it is under- 
taken : these include extended legs, scanty liquor amnii, 
a thick abdominal wall, and an irritable uterus. Diffi- 
culty is also likely to arise with sacroposterior positions 
of the foetus. 

Extended legs act in two ways. First, they splint the 
body of the fetus, so rendering it less pliable and, 
consequently, less easy to turn in utero. Secondly, the 
early engagement of the frank breech doubtless accounts 
for a proportion of other failed attempts at version. 

We have already seen that attempts at version under 
anesthesia are unjustifiable before the 34th week ; the 
longer one waits the more mature will be the foetus and 
consequently the greater the chance of survival should 
premature labour ensue. 

From these considerations it can be seen that each case 
must be assessed separately ; but in every instance a 
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preliminary attempt at version without anesthesia 
should be made. In suitable cases it is never too late to 
attempt version: in 3 of our cases version proved 
successful as late as the 39th week, and there was 1 
successful version at term. 

In no case in the above series did spontaneous cephalic 
version take place after attempted version under 
anesthesia had failed. 

Before attempting version under anesthesia it is wise 
to radiograph the patient, both to confirm the presenta- 
tion and to ascertain the position of the legs, and to 
exclude gross fetal abnormalities visible on straight 
radiography. In this connection simultaneous placento- 
graphy might also be worth while because it might draw 
attention to cases in which the placenta is situated 
anteriorly and consequently most likely to be damaged 
during attempts at external version. It is generally 
recognised today that placenta previa is rarely a cause 
of breech presentation; but the two conditions may 
coexist, and placentography might reveal an unsuspected 
low-lying placenta which would contra-indicate version. 
We have only recently been trying to localise the placenta 
by soft-tissue radiography in cases of known breech 
presentation, but in all of the first 18 cases in which this 
technique was used the placenta was situated in the 
upper uterine segment ; in 5 it was placed anteriorly, in 
10 posteriorly, and in 2 posterolaterally, and in the 
remaining 1 the position was indeterminate. 

(4) Is Version Safe for the Mother ? 

When no anesthetic is given, there is virtually no risk 
to the mother from external version, as shown by this 
and other series. With anesthesia there is a definite risk 
of partial placental separation and of the onset of 
premature labour (see below). 

Cases have been reported of rupture of the uterus 
consequent on version, but this is a very rare happening, 
and the possibility seldom needs consideration. Should 
there be some reason to suspect the presence of a weak 
uterine sear, it would be well to proceed gently if version 
is attempted ; but on many occasions successful version 
has been accomplished without untoward effects in 
mothers possessing a uterine scar due to a previous 
cesarean section or a myomectomy. Where anesthesia 
is used there must also be a small risk directly attributable 
to the anesthetic. 

(5) Is Version Safe for the Fetus ? 

External version without anzsthesia is widely practised 
and is generally accepted as reasonably safe. In the 
present series no instance of foetal or of neonatal death 
resulted from version without anesthesia. 

When the patient is fully conscious, only gentle 
manipulation will be tolerated ; and this will act to some 
extent as a safeguard against accidents, most of which 
probably result from the use of excessive force. Any 
attempt at version in the conscious patient should be 
abandoned if and when it causes pain. 

Version without anesthesia has been criticised because 
(a) it has a high rate of failure, and (b) it is only successful 
where spontaneous cephalic version is almost certain 
to take place. These criticisms may well contain much 
truth, but surely it is better to ensure a cephalic pre- 
sentation by performing version than to trust to 
providence to see that spontaneous version occurs, 
provided it can be shown that no harm is occasioned to 
either mother or child. It is probably better to delay 
attempts at version without anesthesia until after the 
34th week of pregnancy for the same reasons as have 
already been put forward for delaying attempts at 
version under anesthesia until after this time. However, 
only by attempting version without anesthesia is it 
possible to detect those patients requiring a further 
attempt under anesthesia. It is in this latter group of 
patients that a significant proportion of babies can, I 
believe, be saved from the hazards of a breech delivery. 
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When an anesthetic is administered the foetal loss is 
not inconsiderable. From the data given above it can 
be seen that 2 foetal deaths occurred as a direct result of 
version in 107 attempted versions under anzsthesia. 

Peel and Clayton (1948), analysing 236 cases of external 
version under anesthesia, found a fetal mortality of 
1:7% due to version, and Freeth and MacVine (1951) 
found a foetal mortality-rate due to version under anzs- 
thesia of 1-4°% in 214 cases. Macafee and McClure (1937) 
had only 1 foetal death directly due to version in 134 
cases. From these figures it is reasonable to conclude 
that the foetal loss resulting from version under anesthesia 
is 1-2%. 

The risks to the foetus are those of accidental hemor- 
rhage resulting from partial separation of the placenta, 
prolapse of the cord, and the onset of premature labour 
following rupture of the membranes. 

The function of the anesthetic should be to bring about 
abdominal relaxation and, to a lesser extent, uterine 
relaxation, and it is of special value in the nervous 
patient. 

Dalley (1952) points out that, since version under 
anesthesia is attended by an appreciable foetal loss, 
whereas with version performed without anesthesia the 
loss is negligible, probably more force is used in the 
anesthetised patient. 

In the present series labour was premature in 3 cases 
and was apparently the direct result of attempted 
version. In 1 case there was a revealed accidental 
hemorrhage as well, but the child was born alive and 
thrived. In another case labour progressed uneventfully 
and a healthy infant was delivered by the vertex, version 
having been successful. In the third case the membranes 
ruptured prematurely at the time of attempted version 
and the cord prolapsed. The fceetus was subsequently 
stillborn, and this was one of the 2 cases classified as 
foetal loss due to version. 

In 2 other cases there was a small revealed accidental 
hemorrhage immediately after version. Both of these 
mothers were detained in hospital for a night and given a 
sedative, after which the bleeding stopped. There being 
no further loss, they were allowed to go home next day, 
and they afterwards attended the antenatal clinics. In 
neither case was there recurrence of the antepartum 
hemorrhage, and both mothers were delivered of healthy 
live babies. 

In another case placental separation followed attempted 
version and the child was stillborn. This was the other 
instance classified as foetal death due to version. 

(6) How Does the Risk from External Version Compare 
with the Risk from Breech Delivery ? 

In comparing the foetal loss resulting from version 
with the fetal loss from breech delivery it is necessary 
in the version group to include the foetal loss in labour, 
whether or not delivery was by the vaginal or the 
abdominal route, and irrespective of the presentation at 
the time of delivery. 

In the present series 4 infants were lost in labour 
after attempted version under anesthesia. In addition 
1 foetus died in utero as a result of maternal toxemia, and 
this has been excluded, being a complicated fetal death. 

Thus the effective footal mortality following attempted 
version under anesthesia was 4 stillbirths in 102 cases 
(4%). 

In the series reported by Peel and Clayton (1948) the 
effective foetal mortality following version was 3:8% 
(9 foetal deaths in 236 cases), and in the series reported 
by Freeth and MacVine (1951) it was 2:3% (5 fetal 
deaths in 214 cases, excluding 1 complicated foetal death 
resulting from toxemia). 

These figures must be compared with the fetal 
mortality resulting from uncomplicated breech delivery : 

In the present series 6 infants were lost from 67 breech 
deliveries (vaginal and abdominal)—an incidence of 9%. 
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Cox (1950) reported the low fcetal mortality-rate of 3-2% 
in uncomplicated breech deliveries in the Liverpool Maternity 
Hospital over a five-year period. 

Greig (1945) reported the loss of only 1 fatus in 60 
uncomplicated primigravid breech deliveries. 

Ninian Falkiner was cited by Kerr and Moir (1949) as 
reporting a foetal loss of 3-6% in uncomplicated breech 
deliveries. 

These low figures, however, are the exception rather 
than the rule, and in many maternity units the fetal 
loss from uncomplicated breech delivery is much higher. 
The figure of 9% found in the present series is not, in our 
opinion, exceptionally high, and probably more nearly 
approaches the expected fcetal loss in most maternity 
units at present. It is therefore contended that, as the 
expected foetal loss from uncomplicated breech delivery 
in many, if not most, maternity units is likely to be much 
greater than the loss to be anticipated from external 
version under anesthesia, this latter procedure is justifi- 
able when version without anesthesia has failed. It 
must be admitted, however, that in Liverpool and 
Dublin, and in any other place where the risks from 
breech delivery have been so greatly reduced, it is 
debatable whether external version under anesthesia is 
justified. 

It may be worth noting that in 2 of our cases of failed 
version the child was subsequently lost as a result of 
breech delivery. 


(7) In Which Cases is Version Unjustifiable ? 

Any considerable hypertension, whether or not due to 
toxemia, is a contra-indication to version because of the 
risk of accidental antepartum hemorrhage. 

Version is also contra-indicated in any case in which 
there is a history of antepartum hemorrhage from any 
cause, except when the hemorrhage has been proved to 
have come from some extraplacental site. 

Again, version is obviously contra-indicated when 
elective cesarean section is contemplated. 

Version may be contra-indicated in the elderly primi- 
gravida, or when the patient is unlikely to bear further 
children, if it is thought likely to endanger the child. 
In these cases, if spontaneous version does not take place, 
the patient will probably be delivered abdominally. 

Multiple pregnancy is another contra-indication ; and, 
because of the danger of rupture of the uterus, version 
may be contra-indicated where there is any reason to 
believe that there is a weak scar in the uterus. 

Size of the baby per se is not a contra-indication to 
version, although it is obvious that the larger the baby 
the more difficult version is liable to prove. However, 
in view of the figures published by Cox (1950), in which 
he shows that there is a much greater risk in vaginal 
breech delivery when the baby weighs more than 9 Ib., 
it seems particularly desirable to convert these large 
babies to vertex presentations, providing this can be 
done without any increased risk. Cox suggested that 
a foetus weighing more than 9 lb. and presenting by the 
breech was best delivered by cesarean section, but he 
pointed out how difficult it is to assess accurately the 
weight of a foetus in utero. If, however, version can be 
achieved and cephalopelvic disproportion eliminated, the 
patient may be saved a cesarean section with its increased 
maternal risk. 


Summary and Conclusions 

A series of 4217 deliveries in hospital over a period of 
five years has been analysed to compare the results of 
external version under anzsthesia with those of breech 
delivery. Cases of multiple pregnancy and cases in which 
the child at birth weighed less than 1-5 kg. (3-3 lb.) are 
excluded from both groups. 

Version under anesthesia was attempted 107 times in 
102 cases, and there were 67 breech presentations at the 
onset of labour. 








368 THE LANCET] 


ORIGINAL 


The object of external version is to lower the incidence 
of breech presentation at the onset of labour, and this 
object was attained. 

Despite a small foetal loss resulting directly from 
attempts at version under anesthesia, the mancuvre is 
justified, except in maternity units which can show an 
exceptionally low rate of foetal loss from breech delivery. 

Version without anesthesia, which is safer for the 
foetus, should always be tried before version with 
anesthesia. With or without anesthesia, version should 
whenever possible be delayed until after the 34th week of 
pregnancy. 

In a number of specified conditions version is not 
justified. 

I wish to thank the consultant staff and the staff of the 
radiology department of the Middlesex Hospital for their 
advice, help, and encouragement, and the records officer, 
Mr. T. E. Cowan, and his staff for much help. 
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DuRING the past fifty years attention has gradually 
but consistently focused on a possible relation between 
the thymus gland and the symptoms of myasthenia 
gravis. This interest in the thymus arises from the fact 
that enlargement or tumour of this gland is often observed 
in patients with myasthenia gravis, and that removal of 
the gland has had some noteworthy therapeutic effects 
on the course of the disease. Another reason, perhaps, 
is that, despite much experimental work, no physiological 
function has with certainty been attributed to this gland. 

The first accounts of tumour or enlargement of the 
thymus gland in myasthenia gravis were published in 
1901, and these and subsequent reports were successively 
reviewed by Bell (1917), Norris (1936), and Liévre 
(1936). Although there is some difference of opinion 
among the reviewers about the relative frequency of 
tumours and enlargement of the gland, when Blalock 
and his colleagues summarised the position in 1939, the 
additional evidence which they presented left little 
doubt that some abnormality of the thymus is present 
in about 50% of myasthenic patients. The histology 
of the thymus has been carefully studied by Collins 
(1946), Castleman and Norris (1949), and Bratton (1948). 
In patients with myasthenia gravis the thymus, as Nevin 
(1951) has pointed out, is distinguished from that of 
normal people by the presence of lymphoid hyperplasia 
with germinal centre formations. 
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THERAPEUTIC THYMECTOMY 

The history and development of thymectomy as a 
therapeutic measure has been described by Blalock, who, 
twenty years after the pioneer work of Sauerbruch, 
revived interest in the subject ; publication of his results 
(Blalock et al. 1939) was followed by the reports of 
Blalock et al. (1941), Harvey (1948), Eaton et al. (1949), 
Eaton and Clagett (1950), and Viets (1950). 

The therapeutic effect of thymectomy on a patient 
with myasthenia gravis cannot be predicted with con- 
fidence, for the results of this operation have varied 
from no discernible improvement to an apparently 
complete cure of the disease. There is, however, con- 
siderable evidence that substantial change in the course 
of the disease has been produced by removing the thymus, 
and Keynes (1949), who has studied the largest series of 
patients, has shown that 66% of his patients were 
considerably improved by the operation. These results 
of Keynes have recently been reviewed by Ross (1952), 
who has discussed this aspect of the subject in relation to 
the usual medical treatment with neostigmine. What- 
ever may be the explanation of the failures or partial 
failures the fact that improvement follows thymectomy 
strengthens the argument that the thymus plays an 
important part in causing or maintaining the myasthenic 
meat EXPERIMENTS ON ANIMALS AND MAN 

Various approaches have been made to explore the 
functions of the thymus gland in animals. Reference 
will be made here only to investigations of its effects on 
neuromuscular conduction. The problem has been 
tackled by implanting into animals the thymus glands 
obtained from the same or another species of animal 
(Link 1903, Gold 1935, Adler 1938). Attempts have also 
been made to produce neuromuscular paralysis or signs 
of myasthenia gravis by injecting into animals extracts 
prepared from the thymus glands of animals and of 
myasthenic patients (Adler 1938, Bomskov and Milzner 
1941, McEachern 1943, Schweitzer 1947, Constant et al. 
1949, Eaton et al. 1949). In a few instances thymus 
extracts have been administered to patients with 
myasthenia gravis, with conflicting results (Goldflam 
1902, Nevin 1938, Viets 1941, 1944, Lesny 1946). 

The most striking results were obtained by Adler 
(1938). He showed that, when single implants of pup 
or calf thymus were made in dogs, a typical myasthenic 
reaction (Jolly’s sign) was obtained on the third day and 
lasted till the end of the fifth day. When a second implant 
of calf thymus was made four days after the first, the 
animals showed considerable muscular weakness and 
excessive fatigue on the sixth day of the experiment ; 
these effects lasted for about three days and were counter- 
acted by injections of neostigmine. Adler also reported 
that saline extracts of calf thymus injected sub- 
cutaneously or intravenously in doses equivalent to about 
3 g. of fresh thymus gland produced the typical myasthenic 
reaction. However, when these injections were repeated 
daily no evidence of muscular fatigue was observed. 

Bomskov and Milzner (1941) injected a similar extract 
into rats and guineapigs in doses equivalent to 1 g. of 
fresh thymus, but did not observe any effects resembling 
those reported by Adler. Although this has been inter- 
preted as a failure to confirm Adler’s results (Bomskov 
and Milzner 1941, Campbell et al. 1942, Nellen 1943, 
Schweitzer 1947), there is no evidence, so far as we are 
aware, that Adler’s experiments were ever repeated. 

McEachern (1943) injected into rats extracts of calf 
thymus, but failed to observe any curare-like effect ; 
no details were given, however, of the amount of thymus 
administered. 

Various solvents have been used to prepare extracts of 
thymus glands obtained from myasthenic patients. These 
extracts have subsequently been examined for neuro- 
muscular blocking activity on the nerve-muscle prepara- 
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tion of the cat (McEachern 1943, Schweitzer 1947, 
Constant et al. 1949), and of the frog (Schweitzer 1947). 
McEachern (1943) and Schweitzer (1947) reported 
negative results but gave no details of the extracts or the 
amounts used. On the other hand, Constant et al. 
(1949) observed a considerable decrease in the neuro- 
muscular response of the cat after intra-arterial injections 
of a saline extract equivalent to 1-2 g. of fresh thymus 
gland; this effect persisted for several minutes. Using 
saline and alcoholic extracts of thymus tumours, Eaton 
et al. (1949) did not detect any myasthenia-like effects 
when these extracts were injected into mice. 

One of the chief problems in this work is the selection 
of a suitable solvent with which to extract the thymus 
gland, and the choice of a biological test sufficiently 
sensitive to the minute amounts of neuromuscular 
blocking activity that might be expected from these 
extracts. It is possible, therefore, that many of the 
negative results so far reported are due to the use of 
insufficiently sensitive biological preparations. 


TABLE I-——-AOCTIVITY (=ye. TUBOCURARINE CHLORIDE) OF 
THYMUS GLANDS REMOVED AT OPERATION FROM THREE 
GROUPS OF MYASTHENIC PATIENTS 


Group .. ~ ~~ x Y Z 
Number of glands . 22 16 4 
Total activity in gland : 
Range ‘ 9-254 0-32 0-18 
Mean ia se 50:5 9-1 65 
S.E. i ~~ 13-2 2-4 4-1 
vr os oe 2-640 0-488 


ee ao aa >0-01 0-6 
<0-02 <0-7 
Activity per g. of dried 
nd: 


gla 
Range se ‘ee 3-63 0-14 0-8 
Mean ae ee 14-7 44 33 
8.E. o a 3-1 1:3 1:7 
nas - is 2-687 0-378 
ae 7 ‘> >0-01 >0°7 
<0-02 <0°8 


Present Investigation 


We have obtained many of the thymus glands removed 
by Mr. Geoffrey Keynes from patients with myasthenia 
gravis, and we here describe some of the results observed 
with extracts prepared from these glands. 


METHODS 


Immediately after surgical excision the thymus gland was 
weighed, before and after removal of a small portion for 
histological examination, and dropped into ice-cold acetone, 
in which it was brought back to the laboratory. The gland 
was chopped into small pieces and subsequently extracted 
four times with acetone, amounting to a total volume of 
700-1000 ml. The acetone extract was evaporated in vacuo 
in a water-bath at 37°C to a small volume; the acetone- 
insoluble gland tissue was dried in vacuo over phosphorus 
pentoxide and then ground to a powder. Both fractions were 
preserved in small stoppered bottles sealed with wax and 
stored in the refrigerator. On the day of testing, the acetone- 
soluble fraction was evaporated in vacuo until free from 
acetone, extracted with 0-9% saline solution, and centrifuged. 
The acetone-insoluble fraction was homogenised with saline 
solution and then centrifuged. The supernatant fluids were 
combined, and the pH was adjusted to that of Tyrode solution.! 

The activity of the extracts was compared with that of 
d-tubocurarine chloride on the phrenic-nerve/diaphragm 
preparation of the rat (Bilbring 1946) modified by Chou 
(1947). The ne fluid was Tyrode solution erated with 95% 
oxygen and 5% carbon dioxide; the capacity of the bath 
was 45 ml. The muscle was stimulated indirectly to maximal 
contractions through submersible electrodes (Burgen et al. 
1949) by pulses delivered from a square-wave stimulator 
(Attree 1950) at a rate of five per minute. The muscle con- 
traction was recorded by a spring-loaded lever. The solution 
to be tested was added to the bath fluid every fifteen minutes 
and allowed to act for three minutes. 





1. NaCl 0-8%, KCl 0-02%, CaCl, (anhyd. ) 0-01%, MgCl, (anhyd.) 
0: +A NaH,PO, (auhyd) 0:005%, NaHCO, 0:1%, glucose 
0- . 
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TABLE II—WEIGHT OF THYMUS GLANDS (ACETONE DRIED) 
REMOVED AT OPERATION FROM PATIENTS WITH MYASTHENIA 
GRAVIS 

Group x Y Z 

Number of glands 22 16 { 

Weight of thymus gland 
(g.) = 

Range 1:50—6-30 1-06—4°81 0-85-—-2-46 
Mean o 3-265 2-399 1-785 
8.E. a ea 0-311 0-238 0-365 
t ee exe + 2-069 1-194 
P >0-02 >0-2 
<0-05 0-3 
RESULTS 


Thymus Glands from Myasthenic Patients 

42 thymus glands from myasthenic patients were 
extracted and individually tested. These glands were all 
persistent or enlarged thymus glands and did not include 
any tumours. They were divided into three groups, 
X, Y, and Z, according to the clinical effects which their 
removal had produced, but the identity of these groups 
was not revealed to us till the results were complete. 

Under the conditions of the test, extracts of thymus 
gland produced a depression in the response of the muscle 
twitch to indirect stimulation similar to that seen with 
d-tubocurarine chloride (fig. 1). The activities of the 
extracts are expressed in terms of d-tubocurarine chloride 
and are referred to*a weight of the acetone-insoluble 
dried thymus gland, in preference to fresh thymus 
gland, which varies considerably in its content of water 
and fat. 1 g. of acetone-dried gland is equivalent to 
5-7 g. of fresh thymus gland. 

The results for each group of glands are shown in 
table 1. 

The wide range in the activities of the glands in each 
group gives rise to large values for the standard errors of 
the means, but in spite of this the mean value of group X 
(50-5) is significantly greater than those of group Y 
(9-1) and group Z (6-5). In group X the range and the 
variability in activity were much greater than in either 
of the other groups, though there were no glands which 
showed no detectable activity. Comparison of the mean 
weights of the dried gland in each group shows that 
group X was heavier than groups Y and Z (table 1). 
The significant difference in activity between group X and 
groups Y and Z is not due, however, to this difference in 
the mean weights of the glands ; when the mean activities 


are expressed in terms of 1 g. of dried gland, the values 
for group X are 14-7, and for groups Y and Z 4-4 and 3:3 
respectively (table 1). 





Fig. |[—Muscle contractions of rat’s isolated phrenic-nerve/diaphragm 
preparation in response to maximal stimulation, 0:5V for 20 millisec. 
five times a minute, showing inhibition caused by two doses of d-tubo- 
curarine chloride (Tc), compared with that caused by two doses of 
thymus extract (Thym.) equivalent to 0:5 g. and 1-0 g. of acetone-dried 
thymus from myasthenic patient. 
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TNT 


4yg.T 0.329. 0-649. 


Adult thymus 


Byg.Te 


a, adult ; b, premature baby. 
gland. Record as in fig. |. 


Four categories were used by Keynes (1949) to classify 
the results of thymectomy on his patients. When the 
results of our estimations were complete and the key to 
our groups was revealed, it was found that group-X 
glands had been obtained from patients in categories A 
and B, whereas those of groups Y and Z came from 
patients in categories C and D respectively (table 11). 
It therefore seems that the patients who derived the 
greatest benefit from the operation had thymus glands 
which, when extracted and tested, were found to contain 
the greatest activity. 

Thymus Glands from Non-myasthenic Patients 

Concurrently with the above tests attempts were made 
to assess the activities of normal thymus glands. Few 
opportunities are presented to excise the thymus gland 
from persons other than myasthenic patients ; we were 
able, however, to obtain 2 thymus glands from thyrotoxic 
patients undergoing thyroidectomy. Necropsy specimens 
of thymus glands were also obtained from 4 adults who 
had died from trauma and from 6 children who died from 
trauma or as a result of gross congenital abnormalities. 
These glands were treated, extracted, and tested by the 
same techniques as were used for the myasthenic thymus 


glands. The results are shown in table Iv. 
The 2 adult glands removed at operation had a total 


activity equivalent to 5 and 6 yg. of tubocurarine chloride, 
but only 1 of the adult post-mortem specimens was 
active (equivalent to 11 ug. of tubocurarine chloride). 
Indeed 3 of the specimens produced an 
increase in the muscular contractions 
when added to the test preparations (fig. 
2), a feature which was not observed with 
any of the myasthenic glands. In 
contrast, the children’s thymus glands 
had a mean activity of the order of 
that found in the myasthenic glands of 
group X. 


Other Effects of Thymus Extracts 

Further attempts were made to study 
the mechanism of action of extracts of 
myasthenic thymus glands. The possi- 
bility that this effect might be due to 
potassium salts was excluded by the nega- 
tive results obtained when concentrations 
of potassium chloride equivalent to those 


found in the extract were added to the rat Fig. 3—R 


ORIGINAL ARTICLES 








[aucust 22, 1953 


the response to acetylcholine ; the prepa- 
ration was directly stimulated by larger 
amounts of the extract, and the sub- 
sequent response to acetylcholine was 
increased. These effects of ‘the extract 
closely resemble those produced by 
decamethonium (fig. 3). 

Purification was attempted by freeze- 
drying the extract and extracting the 
freeze-dried material with absolute alco- 
hol. The alcohol-soluble fraction, in some 
experiments, depressed the frog rectus 
response to acetylcholine (fig. 4) and 
depressed the muscle twitch of the 
isolated rat phrenic-nerve/diaphragm 
preparation. 

Discussion 


In the preliminary stages of this work, 
when it was first observed that extracts of 
thymus glands depressed the muscle 


0.259. 
Prem. 
thymus 


b response to nerve stimulation, d-tubo- 
Fig. 2—Effects of extracts of thymus obtained post mortem from non-myasthenic patients : 


Doses of thymus expressed in terms of acetone-dried 
Stimulus: a, 1V for 5 millisec. ; b, 7V for 20 millisec. 


curarine chloride was chosen as a standard 
for the comparison of the individual 
glands, although it was realised that the 
activity in these extracts was unlikely to be due to 
d-tubocurarine ; but it was considered reasonable to 
adopt this substance as a standard until more was known 
about the nature of the extract. On the basis of our 
results it is clear that the thymus glands which contained 
the greatest amount of activity were those which, on 
removal, produced the most beneficial therapeutic effects, 
and that those which were removed with little benefit 
to the patient were much less active. If it is assumed 
that the relation between the activity of the gland and 
its removal is relevant to the causation of myasthenia 
gravis, it is pertinent to know whether this activity is 
characteristic of the thymus glands of persons other than 
myasthenic patients. Our control observations on adult 
thymus glands are restricted to those of two patients with 
thyrotoxicosis, but the evidence obtained from necropsy 
specimens indicates that the activity is also present 
in the thymus glands of children. 

If the thymus gland stores this active material, it is 
clear that the clinical state of the patient is not directly 
influenced by removal of this store, for the most active 
gland contained a total activity equivalent to about 0-25 
mg. of tubocurarine, an amount which would not produce 
any detectable curarising effects in man. Further, if 
the neostigmine requirements of the patients are taken 
as an indication of the severity of the myasthenia, the 
amount of active substance that can be extracted from 
the myasthenic glands does not bear any direct relation 





of isol 





diaphragm preparation. When added to 
the frog rectus preparation, small amounts 
of the extract produced a potentiation of 


d frog rectus preparatio: to !0ug. of acetylcholine chloride 


(oblique arrow): a, potentiation of response to acetylcholine after dose of thymus extract 
(Thym.); 6, direct stimulation by larger dose of thymus extract, and potentiation of 
response to acetylcholine ; c, and d, similar effects produced by small and large doses of 
decamethonium iodide (C/0). 


Volume of bath 9 mi. 
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to the severity of the myas- 
thenia, since the mean daily 
neostigmine requirements, 
expressed in mg. per kg. 
body-weight, for the three 
groups of myasthenic patients 
are not significantly different 
(X = 3:04 + 0-51; Y = 3-30 
+ 0:34; Z = 4:48 + 1-37). 

On the other hand, if the 
thymus gland releases an 
active substance, the amount 
of it which is stored in the 
gland may not necessarily be 
of the same order as the 
amount which is_ released 
daily. It has been shown, for 
example, that the normal rate 
of secretion of the adrenal 
glands in the dog would exhaust within six to twelve 
seconds the store of active material that can be extracted 
from the glands (Vogt 1950). Nevertheless, if the thymus 
gland is an active secreting organ, it is difficult to under- 
stand why its removal from myasthenic patients produces 





TABLE III-——-RELATION BETWEEN THE ACTIVITIES OF THYMUS 
GLANDS AND THE CLINICAL EFFECTS AFTER THEIR REMOVAL 
FROM MYASTHENIC PATIENTS 


Thymus glands removed 
at operation 


Clinical assessment following 
thymectomy (Keynes 1949) 


| Mean activity 
Group, (=yug. tubocurarine | Category 
| chloride) | 


A Quite well, no symptoms, 


Clinical condition 


no neostigmine 
x 90-5 (413-2) 

B Virtually well, minimal 
symptoms, small dose 
of neostigmine 

¥ 9-1 (42-4) © Some improvement, often 
considerable, neostig- 
mine still necessary 

Z 6-5 (44:1) D No change 


a beneficial effect in only two-thirds of those who undergo 
the operation. The reason for this may be that the 
thymus gland is not wholly responsible for the production 
of this substance. There is some evidence, for example, 
that a similar type of activity in myasthenic patients is 
produced as a result of muscular exercise (Wilson and 
Stoner 1944). 

That removal of the most active glands leads to the 
greatest benefit in myasthenia gravis is, of itself, no 
conclusive proof that the activity of the thymus gland is 
in fact a causal factor in this disease, though it strengthens 
the evidence for this view. 


Summary and Conclusions 


Thymus glands removed at operation from 42 patients 
with myasthenia gravis have been extracted, and the 
activity of these extracts has been assayed on the isolated 
rat phrenic-nerve/diaphragm preparation, with d-tubo- 
curarine chloride as a standard. It has been shown that 
the glands which on removal produced the most beneficial 
therapeutic effect also produced the greatest depression 
in the response of the nerve-muscle preparation. 


TABLE IV-——ACTIVITY (ye. TUBOCURARINE CHLORIDE) OF 
THYMUS GLANDS OBTAINED AT OPERATION OR POST MORTEM 
FROM NON-MYASTHENIC PATIENTS 








_ | Adults Children 
Number of glands sae 6 | 6 
Total activity in gland: 
Range 4 ve 0-11 0-107 
Mean isa 3-7 35-3 
Cm.’.. ss ss 1-8 16-0 
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. 
1.229. Thym. 


€ - e f g 

Fig. 4—Resp of isolated frog rectus preparation to 5g. (a,b, and c) and 3ug. (d, e, f, and g) of acetyl- 
choline chloride: a, before addition of d-tubocurarine chloride (Tc); b, 6’/, min. after addition of Tc ; 
c, after washing ; d, before addition of alcohol-soluble fraction of freeze-dried extract of thymus 
from myasthenic patients ; e, 6'/, min. after addition of thymus extract (Thym.); f, after washing ; 
g, 9 min. later after further washing. Volume of bath 9 ml. 





Thymus glands obtained at operation from 2 patients 
with thyrotoxicosis, and necropsy specimens of thymus 
glands removed from adults and children, were also 
extracted and tested. The glands obtained from adults 
contained little or no activity, whereas those of children 
showed activity resembling that seen in the group of 
myasthenic glands which had high activity. 

The relation of these findings to the causation of 
myasthenia gravis is discussed. 
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MYOGLOBINURIA has been reported in different con- 
ditions in man and in animals. The following classification 
is modified from that of Giinther (1940) : 

In man: 

(1) Asociated with injury to skeletal muscle : (a) the crush 
syndrome ; and (b) ischemia due to vascular disease. 

(2) In Haff disease. 

(3) Associated with a form of muscular dystrophy. 

(4) Associated with temporary muscular weakness. 

(5) Idiopathic. 

In animals : 


(1) Paroxysmal myoglobinuria in horses. 


(2) In Haff disease. 
CRUSH SYNDROME 


In man myoglobinuria first attracted wide attention 
in connection with the crush syndrome. In this condition 
myoglobinuria and often death followed crushing of the 
limbs. The condition was reproduced experimentally in 
animals. Bywaters and Stead (1945) have reported 
myoglobinuria following occlusion of the femoral artery 
by an embolus ; the patient died of uremia. 


HAFFKRANKHEIT 

In 1923 reports came from a village bordering a 
land-locked part (Haff) of the Baltic, near Kénigsberg, 
of an illness characterised by the abrupt onset of pain, 
tenderness, and stiffness in muscles, causing restricted 
movement and attended by the passage of dark urine. 
Recovery was usually complete in a few days, although 
lassitude and muscle tenderness might persist longer. 
No permanent muscular weakness resulted. The pig- 
ment in the urine was proved spectroscopically to be 
myoglobin. The mortality-rate was about 1%. Necropsy 
showed pallor and degeneration of the skeletal muscles 
and evidence of kidney damage. The cause was thought 
to lie in fish which the patients had recently eaten. 
Between 1923 and 1939 many papers on this subject 
appeared in German. These have been well summarised 
by Ginther (1940). 

More recently a Swedish outbreak occurred at Yonen 
near Manestad on the borders of a small shallow lake 
(Berlin 1948). Industrial poisons could not be inerimi- 
nated, because no factories were situated near the lake 
or the surrounding waterways. There were eleven 
patients, of whom four had more than one attack. In 
every case fish had been eaten a few days before the 
illness. There were two deaths, one from uremia and the 
other from sepsis. No case occurred during the winter 
months, and there appeared to be a tendency for this 
illness to occur in small epidemics. Certain conditions 
appeared necessary for an outbreak—i.e., a large intake 
of fish and an individual predisposition. One or two 
members of a family might fall ill, while others remained 
unaffected despite the fact that they had all eaten the 
same fish. 
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MUSCULAR DYSTROPHY 


We have traced four case-reports of myoglobinuria 
associated with muscular dystrophy. 


Meyer-Betz (1911) reported the case of a boy, aged 12 years, 
who had had two attacks in which he had muscular cramps 
and passed dark urine. He was seen in a third attack, from 
which he recovered. The family history was not mentioned. 
There was atrophy of the shoulder-girdle muscles with 
enlarged calf muscles. Myoglobinuria was presumed rather 
than proved. 

Louw and Nielsen (1944) investigated the case of a boy, 
aged 10 years, with muscular dystrophy who had repeated 
attacks of weakness with dark urine. They observed an 
attack and proved the pigment to be myoglobin. The 
calves were hypertrophied. Eight males in the boy’s family 
had muscular dystrophy ; none passed dark urine. 

Wissler (1948) described a case in a boy aged 6!/, years ; 
he observed the first attack, which came on while the boy 
was convalescing from varicella. Pain in the hip and calves 
caused the patient to walk on tiptoe. Within a few days 
he developed paresis of the trunk muscles and flexors of the 
hip. He rose from the prone position with the aid of his 
hands placed upon his thighs, as in muscular dystrophy. 
On the first day of the illness the urine clearly showed 
myoglobin. A month after the onset the boy had fully 
recovered. Three uncles on his mother’s side had muscular 
wasting. The parents were not blood relations. Although 
there was no evidence of wasting in the patient, subsequent 
examination of him in 1948 revealed unequivocal signs of 
pseudohypertrophic muscular dystrophy (Wissler, personal 
communication). 

The case described by Kreutzer et al. (1948) is similar to 
the one reported here. A man, aged 39, had been easily 
fatigued since childhood, with repeated attacks of cramp 
associated with dark urine. The attacks could be induced 
by crouching. In recent years there had been a slow decrease 
in strength. There was slight wasting of the proximal 
muscles, and well-preserved calves. The family history is 
not mentioned. 


TEMPORARY MUSCULAR PARALYSIS 


Repeated attacks of myoglobinuria, muscular pains, 
and weakness may occur in people who show no evidence 
of dystrophy. 


Hittmair (1925) recorded the case of a woman who had 
four attacks in which she passed dark urine and her muscles 
became weak and painful. Exertion had a provocative 
effect. The pigment was not proved spectroscopically to 
be myoglobin. 

Fever may accompany the paralytic attack, as in a child, 
aged 4 years, described by Huber et al. (1938). There was 
no evidence of muscular dystrophy in this child or in 
his family. 

Debré et al. (1934) reported a similar case in which a 
child, aged 6 years, had five myopathic crises in association 
with myoglobinuria during the previous three years. 

Hed (1947) has described a similar syndrome in three 
brothers who all had attacks of muscular pains and weakness, 
brought on by exercise on an empty stomach. The attacks 
were always associated with myoglobinuria, and recovery 
was complete. Hed has recently informed us that in these 
men the attacks have occurred over periods of five, seven, 
and fifteen years without the development of muscular 
dystrophy. In a personal communication Hed has described 
a similar clinical picture in a man aged 45; however, in this 
case exercise on an empty stomach does not precipitate 
the attack. 

IDIOPATHIC MYOGLOBINURIA 


Three cases have been published which seem to merit 
a separate heading (Ginther 1924, Paul 1924, Bywaters 
and Dible 1943). All the patients were adults, and the 
first attack was fatal, death being due to uremia. 
There was no sign of previous wasting, nor was there a 
family history of muscular dystrophy. 

Schaar et al. (1949) record a fatal case of myoglobinuria 
in which death was due to uremia. There are no details 
about whether there was associated muscular dystrophy, or 
whether death took place in the first attack. 

In a personal communication Dr. Wilfred Stokes has 
described a similar case in a girl, aged 151/,, admitted to 
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hospital with two days’ history of sore see Siailiodin, 
and abdominal pain. There was no history of any previous 
attack either in the patient or her family. There was diffuse 
muscular tenderness, with absent reflexes. There was no 
evidence of muscular dystrophy. Myoglobin was found in 
the urine. The patient died within fifteen hours of admission. 


MYOGLOBINURIA IN ANIMALS 


In horses, and occasionally in other animals, paroxys- 
mal myoglobinuria may occur after the first exercise 
following a period of rest’; often the animal dies of 
anuria, “but it may recover completely. Sometimes 
there is residual muscular wasting. The disorder is 
thought to be due to excessive glycolysis. 


Case-record 


A man, aged 30, was referred to the Department for 
Nervous Diseases, Middlesex Hospital, on Oct. 10, 1951, 
by Dr. J. L. Hartley, with a diagnosis of muscular 
dystrophy. Certain features of this case were so unusual 
that his admission to hospital was recommended for a 
full biochemical investigation of the blood and urine, in 
the hope that some light might be thrown on the cause 
of his muscular weakness. 


On admission on Nov. 18, 1951, the patient, who was 
intelligent and codperative, gave the following history. As 
a young child he was often confined to bed with attacks of 
bronchitis. From the age of 8 years onwards he was unable 
to take part in games because of slowness and stiffness in 
his legs, which prevented him from running; he did not 
seem to be “‘ nimble enough.’”” On leaving school at the age 
of 15 he determined to overcome his muscular weakness ; 
so he joined a physical-fitness club but found, as before, 
that he was weaker than others, particularly in such exercises 
as press-ups. He rode and swam, but was never able to 
swim more than twenty-five yards, and had difficulty in 
getting into the stirrup. He played tennis, but cross-court 
shots always beat him because he could not move fast enough. 
In 1941 he joined the Royal Air Force and was passed fit 
for air-crew duties. He was quite unable to do the physical 
training, but his disability did not interfere with the rest 
of his duties, except that he had difficulty in heaving himself 
into the cockpit. In November, 1943, he went to Canada 
on air-crew duties. In his spare time he learned to ski, and 
it was after a skiing expedition that he first passed dark 
urine. Since then he has done so again, usually after the 
first game or other form of exercise of the season. It is not 
necessarily associated with cold. It comes on about two hours 
after exercise and lasts from six to twelve hours. He described 
his urine as having the colour of dark-brown ale. On such 
occasions there was usually a temporary increase in muscular 
weakness. He has never passed dark urine except after 
exercise. During the attacks he has noticed a red skin 
eruption on the thighs and groins. Since 1945 there have 
been increased muscular weakness and stiffness after exercise. 
On going up a steep flight of stairs he has to pull himself 
up by his hands, and he has difficulty in getting up out of 
a chair. The weakness in his arms is only apparent when 
lifting heavy objects. He has noticed that his muscular 
power seems improved on the day following a sleepless night. 
He has no difficulty in letting go of an object grasped in the 
hands. There has not been any noticeable falling out of 
hair. He is married and has normal libido and sexual power. 


Family History.—His father died of cerebral haemorrhage 
at the age of 52. His mother is alive and well; she has 
never had any muscular weakness. He has three siblings. 
His younger sister, now aged 28, has had muscular weakness 
for many years; pseudohypertrophic muscular dystrophy 
was diagnosed at Guy’s Hospital in 1946. She is now 
resident in Southern Rhodesia and is known to be severely 
disabled. She has never passed dark urine. The patient’s 
elder brother was examined and found to be unaffected. 
His elder sister is also normal. There is no history of cataract 
in his family. The parents were not related. 


On examination the facial muscles were normal. The 
sternomastoid muscles, particularly the clavicular portions 
were slightly smaller than normal. The degree of wasting 
of the shoulder-girdle muscles was slight. Winging of the 
scapula became apparent on each side when the serratus 
magnus was put into action, The deltoid muscles appeared 
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to be iseanael in size, but the biceps and triceps were small 
compared with the forearm muscles. Power was moderately 
reduced in supraspinatus, pectorals, deltoids, biceps, and 
triceps, but normal at the wrist and in the fingers. The 
patient could not sit up in bed from a lying position without 
using his arms. His calf muscles were hypertrophied, while 
those of the buttocks and thighs appeared normal in size. 
There was moderate weakness of all the muscles acting on 
the hip-joints, particularly the flexors and adductors, but 
the extensors of the knees were less affected. Nevertheless 
he could not rise from a squatting position without help, 
and adopted a modified form of the classical method of 
climbing up the knees when asked to get up from the floor. 
The reflexes were normal. There was well-marked pes cavus. 
Walking was laboured, and he ran as if in slow motion. 
Percussion of muscles, including deltoid, thenar muscles, and 
those of the tongue, showed no clear evidence of myotonia, 
although at times the rate of contraction seemed slower 
than normal. Hair growth was normal in amount and 
distribution. The patient shaved daily. His genitalia 
appeared normal, and his testicles were of average consistence. 
At times there was a definite degree of lid retraction, but 
other signs of thyrotoxicosis were absent. Mr. A. J. B. 
Goldsmith reported on his eyes as follows: ‘ Fundi com- 
pletely normal. Lenses: there are in the cortex of both lenses 
a very few glistening deposits which may be the earliest 
stage of a myotonic-type cataract, but are too early to allow 
of a definite diagnosis.”’ 


Summary.—A case of muscular dystrophy in a man, 
aged 30, with a positive family history. In spite of an 
early onset (at the age of 8 years) there is little disability, 
and the degree of wasting is insufficient to explain the 
weakness. For the last nine years the disease has been 
punctuated by attacks of myoglobinuria following 
exercise. Clinically the presence of lid retraction is the 
only sign of endocrine disorder. 


INVESTIGATIONS 


Examination of the blood gave the following results : 


Heemoglobin 106% 

White cells 5500 per c.mm. (differential count normal) 
Donath-Landsteiner reaction negative 

Red-cell fragility normal 

Wassermann reaction eee 


Serum-alkali reserve .. ok o% 21-5 m.e Ned per litre 
Chlorides a pe ie “<< = 104-¢ ~~ “is 
Sodium aa a ee i my 14 10 os ” 
Potassium : at rest i | os v0 
OO. »” - 
after exercise .. ‘i a 3°3 ” - 
3°0 


% ” 
Creatine 


2-55 mg. per 100 ml. (N. 0-2—0-8 mg. per 100 ml.) 
Creatinine 


0-93 mg. - 100 ml. (N. 0-5—2-5 mg. per 100 ml.) 





Plasma-proteins ‘ ae = 7-2 g. per 100 ml. 
Albumin om ny ‘ts 74% 
Globulin fe! pa “ 6% 
Globulin site ok as 5% 
Globulin —- 15% 


Ultracentrifuge studies eect no tition e of the presence of any 
abnormal protein. 
Cephalin cholesterol ¥ ie +3 
Colloidal gold - negative 
Thymol turbidity . 3 units 


Calcium 9-0 mg. per 100 ml. 
Diffusible é _ oe ate a 5: 1» «(9 » 
Non-diffusible £6 in aa a 3-9 ~ 

Plasma-phosphate ve iy ea “é 3-5 


” ” ” 


The urine contained no crystals of tyrosine, leucine, or 
cystine, and no porphyrins were found. 
Amino-acids .. 
Creatine 
Creatinine 


0-18 g. per 24 hr. 
(a) 0-61 g. per 24 hr. 


(b) 0-53 g. per 24 hr. 
(a) 0-94 g. per 24 hr. 


(b) 1-00 g. per 24 hr. 


No absorption bands were found either in unconcentrated 
or concentrated urine except on one occasion after exercise. 

Electrocardiography showed high T waves in all leads. 
ato = 0°38 sec. (normal). Tracing was within normal limits. 

Endocrinology.—The basal metabolic rate was —16 (Aub- 
duBois). The 24-hr. urinary excretion of 17-ketosteroids 
was 29-0 mg. on Dec. 4, 1951; 32-0 mg. on Dec. 6, 1951 ; 
42-8 mg. on April 26, 1952; 24:5 mg. on June 5, 1952; 
30-1 mg. on July 4, 1952; and 23-0 mg. on Oct. 26, 1952. 
A differential analysis of the 17-ketosteroids in the patient’s 
urine was made on Oct. 26, 1952; the result is shown in 
the accompanying table. Two glucose-tolerance tests and 
one insulin-tolerance test gave normal results. 

H3 
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Muscle Biopsy.—Two small pieces of vastus lateralis muscle 
were found to be composed mainly of muscle-fibres that 
appeared normal in calibre and general appearance, Among 
them were occasional grossly atrophied fibres with clumps 
or chains of sarcolemmal nuclei. These were not associated 
with cellular infiltration or any increase of the connective 
tissues. Several of the veins were surrounded by groups of 
small lymphocytes, but the vessels themselves were unaltered. 


Electromyography.—Mr. W. F. Floyd reported as follows : 
“In the deltoid prolonged action-potential discharges were 
found in response to needle insertion and percussion, and 
there was an after discharge of voluntary contraction. Some 
of the discharges persisted for 30 seconds and more, and 
commenced at high frequencies (more than 200 per second). 
In the thenar eminence this myotonic reaction was much 
less marked. In the calf muscles the myotonia was scarcely 
detectable.” 


Induction of Attack.—From the history it was clear that 
attacks usually occurred during the first attempt at any 
particular game in the season. Since the patient had not 
gone swimming for some months he was sent for a brisk 
swim, and his urine was collected immediately afterwards. 
This proved to be normal, A few days later, on Nov. 29, 
1951, he played a game of squash for about an hour. After 
the game he felt weak and stiff, and complained of muscular 
aching, particularly in the legs. He had unusual difficulty 
in mounting some stairs. About forty-five minutes later a 
well-marked urticarial rash appeared on his buttocks, and an 
erythematous eruption on his chest and arms. This faded 
during the next two hours. The urine passed immediately 
after exercise was slightly discoloured ; two hours later the 
urine was much discoloured, being the colour of dark ale. 


DIFFERENTIAL ANALYSIS OF URINARY 17-KETOSTEROIDS 


| 
| 
| 


. tacl 2 a 
17 - Ketosteroids a | 8 re 
prcoogetac tl’ | a3 | BE 
|} @2 | Andro- 2a | 2 
Mean | Range | 9 | sterone Rs ao 
| (mg.) | (mg.) | 4 3 mB 
| o | | o L 
Normal male} 15-4 | 23-1-9-4| 14-7 32-0 38-3 | 10-2 
Normal female; 11-9 | 18-4—8-0}| 10-7 28-4 38:1 | 143 
3 ‘Ll | 25-4 21:9 | 14-1 
! 


Patient ..| 30-2 |23-0-42.8) 6 





All the specimens colleeted in the next sixteen hours were 
slightly discoloured. Next morning the patient still experi- 
enced some aching and felt weaker than usual. 


Investigations.—During the twenty-four hours preceding 
the attack, the urinary excretion of amino-acids was 0°18 g., 


creatine 0-61 g., and creatinine 0-94 g., and the volume of 


urine was 2660 ml., sp. gr. 1-012. Immediately before the 
exercise the serum-potassium level was 5-1 m.eq. per litre. 
During the twenty-four hours following severe exertion from 
12.30 P.M. to 1.30 P.M. on Nov. 29, 1951, the urinary excretion 
of creatine was 0-98 g. and of creatinine 1-02 g., the volume 
of urine was 1240 ml., and absorption bands of myoglobin 
were seen. Immediately after the exercise the serum-potas- 
sium level was 3 m.eq. per litre, A Van Slyke urea-clearance 
test on Nov. 29, 1951, was 134% of normal. 


TREATMENT 


Effect of Neostigmine.—Because of the doubt about the 
presence of myotonia in this case, increasing doses of neostig- 
mine sulphate were given by injection together with atropine. 
After the intramuscular administration of the maximal dose 
of 1-5 mg. the patient felt faint and ill. Coarse fasciculation 
was visible in the muscles of the limbs and trunk. There 
was no clinical evidence of myotonia. 


Effect of Tocopherols.—The patient was given a daily dose 
of wheat-germ-oil concentrate 16 mg. containing alpha- 
tocopherol 0-05 mg. At the end of four months he said 
that he had improved, particularly in climbing stairs, since 
he no longer had to hold on to the banister. If he neglected 
to take his tablets for as much as two days he felt weaker. 
It was then decided to try alpha-tocopherol (‘ Ephynal 
Roche’) 50 mg. thrice daily. The patient felt as well as, 
but no better than, he did on the initial dose. In February, 
1953, he confirmed that he had not passed dark urine since 
leaving hospital, and that, if he left off the tablets, muscular 
weakness became more severe. Attempts at inducing a 
further attack, both while taking tocopherols and after their 
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omission, have failed. Previously one or two attacks every 
year was the rule. 

Discussion 

It is clear that myoglobin may appear in the urine 
in different circumstances. Its situation within the 
muscle cell and its high molecular weight make it 
difficult to imagine how it can be excreted without a 
profound alteration in the permeability of the muscle 
membrane, as must occur in the crush syndrome and 
following ischemia. When myoglobinuria is associated 
with temporary muscular weakness, exercise on an 
empty stomach may produce an attack (Hed 1947). 
A severe attack induced in one of Hed’s cases by a 
Jow-carbohydrate diet was characterised by severe 
paresis, including the muscles of the tongue and pharynx ; 
the diaphragm was affected, and the patient had to be 
nursed in a respirator for a short time. Further evidence 
of disordered carbohydrate metabolism was found in this 
family of three brothers when sugar tolerance was 
investigated. In each of them the blood-sugar was 
stated to diminish during the first hour following the 
administration of glucose by mouth. By comparison it is 
interesting to note that the most reliable method of 
producing attacks in familial periodic paralysis is by 
feeding a high-carbohydrate meal (Ziegler 1949, Gass 
et al. 1948). 

In Haffkrankheit the ingestion of fish (particularly 
burbot liver) in susceptible persons is the most constant 
factor in the ztiology of the paroxysms. In the Swedish 
outbreak Berlin (1948) tested various hypotheses about 
the cause of the disorder. There was no evidence that 
any inorganic, organic, or bacterial poisons were present 
in the lake water. The results of skin tests in patients 
who had recovered from an attack did not support an 
allergic basis for the disease. 

The mechanism of equine myoglobinuria is better 
understood. It is said to be due to excessive breakdown 
of the glycogen stored in the muscles of the horse during 
its rest period. It is conceivable that the increase in 
acidity may disturb the cell membrane and lead to the 
discharge of myoglobin (Grzycki and Gucfa 1937). 

In three of the four cases of paroxysmal myoglo- 
binuria so far reported in association with muscular 
dystrophy the attacks were induced by exercise, and in 
one by crouching. In two cases attacks could only be 
induced after the elapse of a definite interval following 
the previous attack (Kreutzer et al. 1948). This suggests 
that the replacement-rate of myoglobin may be low. 
This was the experience of Vannotti (1946), who found 
that after the injection of radioactive iron it took 
thirty days for the myoglobin to become radioactive. 
Kreutzer’s case was subjected to full biochemical analysis. 
No disturbance of lactate metabolism was found during 
an attack of myoglobinuria. It was argued that, if 
excessive glycolysis were responsible for the attacks, it 
ought to be possible to induce one by giving glucose 
and insulin followed by adrenaline ; this was unsuccessful. 
Glucose-tolerance tests were normal in both Kreutzer’s 
case and the present case. 

In the present case the serum-potassium level was 
noticed to be low (3-0 m.eq. per litre) immediately after 
the bout of exercise (a game of squash) which provoked 
an attack of myoglobinuria. Three hours previously it had 
been recorded as 5-1 m.eq. per litre. This is remarkable 
because a disturbance of permeability of the muscle-cell 
membrane sufficient to allow the discharge of myoglobin 
into the blood-stream might also be expected to cause 
a release of potassium. The serum-potassium level was 
also low (3-3 m.eq. per litre) after a previous bout of 
exercise (swimming) which failed to produce myo- 
globinuria. The increase in the amount of creatine in 
the urine in the twenty-four hours, following the attack 
of myoglobinuria suggests that there was increased muscle 
breakdown in this period. 
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In all other respects the biochemical abnormalities 
in the present case are those of classical pseudohyper- 
trophic muscular dystrophy. 

The study of the present case leads us to the con- 
sideration of two separate problems: (1) the association 
of pseudohypertrophic muscular dystrophy and myo- 
globinuria ; and (2) the endocrine background of muscular 
dystrophy. 

Myoglobinuria may occur alone, with or without an 
obvious cause—e.g., trauma or ischemia. On the rare 
occasions in which it is associated with pseudohyper- 
trophic muscular dystrophy it is highly unlikely that 
their occurrence in the same person is merely coincidental. 
Possibly they are genetically related, and the association 
of the two conditions might be due to a single pleotropic 
gene responsible for muscular dystrophy and for the rarely 
associated myoglobinuria. 

Myoglobinuria in the crush syndrome and in ischemia 
is symptomatic of severe damage to the muscle-cell 
membrane. In the form associated with paroxysmal 
muscle weakness the cause is short-acting and the effects 
seem to be reversible. In muscular dystrophy the 
biochemical lesion is probably present throughout the 
course of the disease. When associated with paroxysmal 
myoglobinuria there must be an additional factor in 
the muscle itself—e.g., an increased fragility of the 
cell membrane. 

In the present case the twenty-four-hour urinary 
excretion of 17-ketosteroids was above normal in five 
out of six estimations; the lowest figure was 23 mg. 
and the highest 42 mg., with an average of 30 mg. 
A differential analysis of the ketosteroids by Mr. A. E. 
Kellie, PH.D., showed that the increased excretion was 
evenly distributed among all the components of the 
fraction. This evidence is more in favour of a disorder 
secondary to the pituitary than of a primary dysfunction 
of testis or adrenal. No reference to increased urinary 
excretion of ketosteroids in the muscular dystrophies 
has been found in the published reports. Tyler and 
Perkoff (1951), in an extensive biochemical study of 
forty-two cases of muscular dystrophy in children and 
adults, found normal values of 17-ketosteroids. 

Caughey and Brown (1950), in nine cases (seven males) 
of myotonia atrophica, found a constant low output 
of ketosteroids, 0-4-4-8 mg. per 24 hours. This was 
also the experience of Benda and Bixby (1947). In 
five of Caughey’s cases there was gonadal atrophy, 
and in four of these increased excretion of follicle- 
stimulating hormone. The testicular deficiency was 
therefore thought to be primary and not to depend on 
hypopituitarism. 

It is well known that thyrotoxicosis may occasionally 
be complicated by a myopathic type of wasting. 
Creatinuria is a feature of thyrotoxicosis and Addison’s 
disease (Levene and Kristeller 1909). In the former 
condition it diminishes after iodine therapy, and in the 
latter after effective therapy with cortical extracts 
(Greene et al. 1932). Schittenhelm and Bihler (1935) 
claim that cortical extract reduced the creatinuria of a 
patient with muscular dystrophy. Theoretically it might 
be possible to connect these findings with the dual effect 
of experimental vitamin-E deficiency in producing 
muscular wasting as well as sterility and repeated 
abortions. Tocopherols administered to cocks potentiate 
the action of androgens on the combs (Caridroit 1942). 
Shy and McEachern (1951) have reported a form of 
muscular atrophy that occurs at the menopause and is 
benefited by the tocopherols and by cortisone. 

Malamud et al. (1949) confirmed the previous findings 
of Einarson and Ringsted (1938) that muscular wasting 
and spinal-cord changes may follow chronic vitamin-E 
deficiency in rats. Recent knowledge of vitamin-E 
requirements in farm animals has been summarised by 
Loosli (1949), who has shown that in all herbivorous 
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animals prolonged deficiency of this vitamin may cause 

muscular wasting. 

In man the efficacy of vitamin-E concentrates in the 
treatment of the muscular dystrophies has been so dis- 
appointing that the concept of muscular dystrophy as a 
vitamin-E deficiency appears scarcely tenable. However, 
it seems that occasionally this treatment may lead to 
improved muscular performance (Rabinovitch et al. 
1951). 

The nature of the fault underlying the muscular 
dystrophies is still unknown, but apparently it lies in a 
congenital or acquired defect in the enzyme system 
concerned with muscle metabolism. Support for this 
view is forthcoming from biochemical work on experi- 
mental vitamin-E deficiency (Ames and Risley 1949, 
Roderuck et al. 1949). It may well be, as Milhorat and 
Bartels (1945) have suggested, that the muscular dys- 
trophies in man are primarily due not to a deficiency of 
vitamin E but to the fact that vitamin E cannot be 
properly conjugated in the intestine. 

Possibly the results of future work on the muscular 
dystrophies in laboratory and farm animals will provide 
the basis for a fresh approach to the problem of the 
myopathies in man. 

: Summary 

A benign case of muscular dystrophy was associated 
with paroxysmal myeglobinuria and increased urinary 
excretion of 17-ketosteroids. 

Subjective improvement followed treatment with 
vitamin E. 

The causes of myoglobinuria are classified, and 
published reports reviewed. 

The biochemical analyses were made in the Courtauld 
Institute of Biochemistry. We wish to thank Prof, E. C. 
Dodds and his staff for their coéperation, and Dr. A. E. 
Kellie for helpful criticism 
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PROCAINE PENICILLIN 


WITH ALUMINIUM MONOSTEARATE 
INFREQUENT INJECTIONS FOR CHILDREN 


S. A. Doxtapis 
M.D. Athens 
SENIOR LECTURER IN CHILD HEALTH, UNIVERSITY OF SHEFFIELD 
Kennetu S. Hour 
M.B. Mane., M.R.C.P. 
RESIDENT REGISTRAR IN PAZDIATRICS, CHILDREN’S HOSPITAL, 
SHEFFIELD 
From the Children’s Hospital, Sheffield 


Or all the methods of delaying the absorption of 
intramuscular penicillin, combination with procaine is 
at present foremost (Florey 1952). Procaine penicillin is 
most effective when the particles are smaller than 5 u 
and are suspended in a peanut-oil medium with 2% (w/v) 
aluminium monostearate (Thomas et al. 1948). Emery 
et al. (1949) showed that in children a serum-penicillin 
level above 0-06 unit per ml. would persist for 48 hours 


after suitable doses graded according to age—i.e., 
75,000-150,000 units for infants, 150,000 units for 


children aged 1—4, and 300,000 units for children aged 
more than 5. We describe “here an attempt to deter- 
mine whether large single doses will give a sustained 
serum-penicillin level for even longer periods. 


METHOD 

Newborn infants were not studied. Procaine penicillin 
with aluminium monostearate was given intramuscularly 
in the following single doses : 


No. of cases 
Pp 
v 


Age Dose 
1 month to 1 year 450,000 units (1-5 ml.) 


1 year to 4 years 600,000 units (2-0 ml.) 14 
5 years to 10 years 900,000 units (3-0 ml.) 8 
11 years to 14 years 1,200,000 units (4-0 ml.) .. 9 
All the children were inpatients, and none was 
ambulant. The injections were made into the lateral 


aspect of the thigh in all cases. Capillary blood was 
collected in Wright’s capsules at intervals of 12 hours, 
and the serum-penicillin levels were estimated by the 
capillary-tube method of Fleming (1944), using whole 
human blood inoculated with Richard’s strain of Strepto- 
coccus pyogenes. An effective serum-penicillin level was 
considered to be 0-06 units or more per ml. 


RESULTS 


Altogether thirty-six children were studied. An effec- 
tive serum-penicillin level was observed for 84 hours in 
all five infants aged up to 1 year, and for 120 hours in 
the three in whom appropriate estimations were per- 
formed. Possibly the levels persisted even longer. 
Effective levels were obtained for 60 hours in all the 
fourteen children aged 1-4 years, for 72 hours in all ten 
examined at that time, and for 84 hours in six out of 
nine examined. In the eight children aged 5-10 years an 
effective level persisted for 60 hours, but in only six of 
them did it persist for 72 hours. In the nine children 
aged 11-14 years there were effective levels for 48 hours, 
but at 60 hours the level remained effective in only six. 

There were no general reactions to these injections. 
Locally there was a small lump for a few hours, but all 
these lumps were absorbed without any sequel. 


DISCUSSION 


For small children it is clearly desirable to reduce 
the frequency of injections as much as possible. Emery 
et al. (1949) have shown that procaine penicillin 300,000 
units given to children over 5 years of age will give a 
serum-penicillin level of 0-06 or more units per ml. for 
48 hours. Doses three and four times as large do not 
appreciably lengthen the. duration of effective levels. 
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For children in that age-group this dosage of penicillin 
should be given at intervals not longer than 48 hours to 
ensure continuous effective serum-penicillin levels. In 
infants 450,000 units gave effective levels for 4 or 5 
days. In children aged 1-4 years it seems reasonable to 
give 600,000 units every 72 hours. 

With these dosages and intervals procaine-penicillin 
therapy is very little, if any, more troublesome, either to 
doctor or child, than oral therapy ; for Doxiadis et al. 
(1951) have shown that to obtain satisfactory serum- 
penicillin levels very large doses have to be given by 
mouth every 3 hours day and night. 

In assessing the clinical state of small children who 
have received procaine penicillin it must be appreciated 
that the penicillin level in the serum may persist for 
several days. 


SUMMARY 

The duration of therapeutic serum-penicillin levels 
(0-06 or more units per ml.) has been studied in thirty-six 
children given single doses of procaine penicillin with 
aluminium monostearate intramuscularly as follows : 

5 infants es os 

14 children aged 1—4 years 

8 children aged 5—10 years 

9 children aged 11-14 years .. 
With these dosages effective serum-penicillin levels 
were maintained in infants for at least 84 hours; in 
children aged 1—4 years for at least 72 hours ; in children 
aged 5-10 years for at least 60 hours; and in children 
aged 11-14 years for at least 48 hours. In the two older 
age-groups such large doses are not justified, because 
similar results have been achieved by other workers with 
smaller doses. 

This type of therapy should be substituted for oral 
penicillin. 


450,000 units 
600,000 units 
900,000 units 
1,200,000 units 


We gratefully acknowledge the encouragement and advice 
of Prof. R. 8S. Illingworth and Dr. J. L. Emery. The laboratory 
facilities were given us by Dr. Emery. 
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PSITTACOSIS 
TWO FURTHER HUMAN CASES 


A. P. C. Bacon 
M.B. Camb., M.R.C.P. 
LATE SENIOR MEDICAL REGISTRAR, 
CHERTSEY 

BETWEEN 1930 and January, 1952, while there was a 
ban on the importation of parrots, only one person died 
from psittacosis in England and Wales. Last year, after 
the importation of these birds was again permitted 
there were several cases of the disease, and in consequence 
the ban has been reimposed. 

Psittacosis is enzootic in many species of birds, but it 
does not assume epizootic proportions except under 
conditions of climatic or environmental stress, such as in 
captivity. Ornithosis (pigeon psittacosis) is enzootic in 
Great Britain, and the virus has been isolated from just 
under 50% of pigeons taken from various localities in 
England, including Westminster (Andrewes and Mills 
1943). Other birds known to be carriers of the virus are 
budgerigars, gulls, petrels, canaries, finches, and the 
American domestic fowl (Meyer and Eddie 1942). Two 


ST. PETER’S HOSPITAL, 


cases in ducks were reported recently in England, but 
there is no evidence that psittacosis is enzootic in domestic 
hens in this country. 
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Fig. | Fig. 2 
Fig. !—Consolidation of left lower lobe in case | on admission. 


Fig. 2—Spread to right base in case | during treatment with 


penicillin. 


Human infection normally takes place after inhalation 
of dust from the excreta, nasal discharge, or feathers of 
a sick or a dead bird ; a few cases have, however, followed 
the bite of a parrot. Human case-to-case infection is less 
common, but doctors and nurses run a particular risk 
(Lancet 1943). 

Symptoms of active psittacosis in birds include listless- 
ness, diarrhoea, nasal discharge, and ruffled plumage, and 
the disease is usually fatal. 

The two cases, in husband and wife, described below, 
followed the purchase of a sick budgerigar. The bird 
subsequently died, and the virus was isolated from its 
body. 


CASE-RECORDS 


Case 1.—A clerk, aged 38, was admitted to hospital on 
Oct. 15, 1952, with a week’s history of shivering, backache, 
occipital headache, and dry cough. 

On examination his temperature was 104°F, pulse-rate 120, 
and respirations 33 per minute. He was sweating profusely, 
with flushed face and cyanosis of the lips, and had neck 
rigidity. He was slumped down in bed in semi-stupor, though 
he would answer questions when roused, and he denied any 
contact with birds. In the chest there were signs of con- 
solidation of the left lower lobe, which were confirmed by 
radiography (fig. 1). No abnormal physical signs were found 
in the other systems. 

Treatment was started with intramuscular crystalline 
penicillin 500,000 units twice daily ; but there was no improve- 
ment, and consolidation at the right base developed (fig. 2). 
Chloramphenicol 250 mg. four-hourly was substituted, and the 
response was prompt. In four days the temperature and 
respiration-rate fell to normal and the pulse-rate to 90, and 
the patient became mentally alert. Chloramphenicol was 
discontinued after a total dose of 9-5 g., but almost immediately 
the temperature rose again above normal, fluctuating between 
97-4° and 100°F ; he complained of pleuritic pain behind 
the left clavicle (fig. 3), and had repeated epistaxes. Chlor- 
amphenicol therapy was recommenced, and he was apyrexial 
for two days, but his temperature gradually rose to 102-6°F 
on Nov. 11. Aureomycin 250 mg. six-hourly was therefore 
substituted, and the temperature fell to normal in thirty-six 
hours. The patient then made an uninterrupted recovery, and 
further radiography on Dec. 16 showed resolution in all zones. 
The lung fields on Jan. 5 were virtually clear. 

Laboratory Investigations.—On Oct. 16 the white cells 
numbered 9400 per c.mm. (polymorphs 69%). On Oct. 17 
the sputum, which was mucoid, contained a normal flora ; 
the cerebrospinal fluid was normal; and the urine contained 
much albumin, but microscopy thereof revealed no abnor- 
mality. No cold agglutinins were detected in the serum on 
Oct. 24. On Nov. 5 the white cells numbered 8500 per c.mm. 
(polymorphs 42%). The results of complement-fixation tests 
were as follows : 


Oct. 23 Nov, 5 Dec. 10 
sa i cea 
venereum ae lin40 1in 640 1 in 640 
Influenza A and B- os o> ae — — 
Q fever <1lin8 —_ 


Streptococcus MG ‘(agglutination) <lin 10 = — 


Fig. 3 Fig. 4 
Fig. 3—Spread to left postclavicular region in case | after premature 
withdrawal of chloramphenicol therapy. 


Fig. 4—Radiological appearances in case 2 on admission. 


Skin tests gave the following results : 


Nov. 8 Nov, 13 
Ne gative Negative 
Negative 
Negative 
Negative 


Frei antigen ‘ 
Psittacosis antigen 


Ornithosis antigen I >ositive 


Control Negative 


Case 2.—The wife of case 1, aged 33, was admitted on 
Oct. 20, 1952, with two weeks’ history of vague illness like 
that of case 1. She had received chloramphenicol 500 mg. 
six-hourly for thirty-six hours before admission. 

On admission her temperature was 99°F, pulse-rate 110, 
and respirations 24 a minute. The only abnormal physical 
sign was a patch of fine crepitations below the right scapula, 
with radiological appearances of resolving consolidation of the 
apical segment of the lower lobe (fig. 4). 

Treatment and Progress.—Chloramphenicol was continued 
in doses of 500 mg. t.d.s.,.the temperature fell to normal the 
following day, and the patient made an uneventful recovery. 
Further radiography on Nov. 5 showed complete resolution. 

Laboratory Investigations.—The white cells numbered 6200 
per c.mm. (polymorphs 75%) on Oct. 21. Complement- 
fixation tests gave the following results : 


Oct. 25 Nov, 14 
Psittacosis lymphogranuloma venereum 1 in 40 lin 40 
Influenza A and B : - <1in8 ~ 
Q fever “ <lin8 
Streptococe us MG (agglutination) 1 in 20 


Skin tests on Nov. 19 were positive to Frei antigen and 
negative to psittacosis, ornithosis, and control antigens. 

The patients’ two children, aged 10 years and 4 years, 
remained healthy and were negative to serological 
examination. 

DISCUSSION 

There is considerable variation in the severity of 
infection in different cases of psittacosis, ranging from 
the acutely ill patient with spreading bronchopneumonia 
and ‘‘ typhoid state ’’ to those in whom the disease runs 
a mild course of a few days with dry cough, myalgia, and 
headache. Younger patients normally suffer less severely, 
and it has been said that children under 10 years of age 
do not normally contract the disease after exposure 
(Favour 1943). 

Case 1 came into the severely ill category, and though 
he was a young man he might well have died from 
spreading bronchopneumonia if he had not had treat- 
ment. In retrospect, he received a rather small total dose 
of chloramphenicol, and his relapse may well have been 
due to premature withdrawal of the drug. Meyer and 
Eddie (1942), while reporting favourable results with 
penicillin, warn against discontinuing the treatment 
too early. ’ 

Case 2 was an example of the milder type of psittacosis, 
which in other circumstances might have gone unrecog- 
nised. It is well known that during outbreaks there may 
be many such cases and Gerlach (1936) found the virus 
in the sputum of people without clinical symptoms. The 
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serum titre of 1 in 40 in case 2 is not pathognomonic ; 
indeed in a series of pneumonias in West London (Crofton 
et al. 1951) a titre of 1 in 160 was ignored in the absence 
of other evidence of psittacosis. In view of the simul- 
taneous illnesses of her husband and the budgerigar, 
however, there can be little doubt that case 2 also had 
psittacosis. 

Pathology.—The lungs show a patchy wandering 
bronchopneumonia. Secondary infection being unusual, 
leucocytosis and purulent sputum are uncommon. There 
may be extensive necrosis of lung, but other organs merely 
show congestion and small hemorrhages. In spite of a 
temporary heavy albuminuria, the kidneys do not 
normally suffer structural damage. 

Radiology.—Serial films show rapidly changing multi- 
focal bronchopneumonic shadowing, the initial shadows 
as a rule being hilar, with centrifugal spread. The radio- 
logical appearances usually coincide with the severity of 
the clinical picture (Schinz et al. 1951), but Wolins 
(1948) states that there is no correlation between the 
X-ray findings and the clinical condition. 

Treatment.—Psittacosis virus is only rarely susceptible 
to sulphonamides and is insensitive to streptomycin 
(Hamre and Rake 1947) ; the advent of penicillin enabled 
the virus to be successfully attacked for the first time. 
Turgasen (1944) reported that penicillin appeared to be 
of value, as did Wolins (1948), but the highest dose used 
at that time, 50,000 units three-hourly, seems small 
by present-day standards. However, Wolins’s case 
being of non-parrot origin, the disease may have been 
less severe than psittacosis contracted from parrots. 
The human mortality from ornithotic strains tends to 
be lower (Wolins 1948), and certainly these strains are 
less lethal to mice (Andrewes and Mills 1943). Tasker 
(1949), using 2,000,000 units per day, produced a dramatic 
cure in a severely ill patient. , 

Of the more recent antibiotics terramycin is the most 
effective in prolonging the lives of infected chick- 
embryos, and is equal to aureomycin in the treatment of 
mice (Hurst et al. 1950). With chick-embryos chlor- 
amphenicol is superiar to penicillin, but has hardly any 
action in protecting the mice, and penicillin alone is more 
effective than penicillin and aureomycin combined. This 
latter phenomenon has been reported recently (Banks 
1952) in the treatment of pneumococcal meningitis. 

Many reports have been published about the success 
of aureomycin in the treatment of human infections by 
the psittacosis and lymphogranuloma-venereum group of 
viruses (Brainerd et al. 1949, Herrell 1949, Scadding 
1949, Woodward 1949, Green 1950), and it seems clear 
that with aureomycin therapy there should be rapid 
recovery and few fatalities if cases are treated adequately 
and in time. 

With chloramphenicol the prolongation of life of 
infected chick-embryos is directly related to the amount 
of drug used. Human cases treated with chloramphenicol 
are recorded by Chapman (1951) and Ellenbogen and 
Miller (1952), the former using the same daily dose as 
for the present two cases, and the latter using 3 g. t.d.s. 
In both reports the patients became apyrexial in twenty- 
four hours. Chloramphenicol therefore seems to be 
rapidly effective in the treatment of human psittacosis, 
though experimentally aureomycin is three times as 
effective, weight for weight (Wells and Finland 1949). 

Oarriers.—Finally, two disturbing facts must be 
recorded : (1) Meyer and Eddie (1947) report a case in 
which the sputum harboured the virus eight years after 
an attack of psittacosis ; and (2) after clinical cure the 
splenic carrier-rate for mice after treatment is 13-30% 
with penicillin, 60-100% with aureomycin, 80% with 
terramyein, and nearly 100% with chloramphenicol 
(Hurst et al. 1950). If these figures are correct, the 
number of human carriers may in time rise, with the 
result that psittacosis will become endemic in this 
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country, and assume epidemic proportions in times of 
stress. Indeed, Favour (1943) has suggested that cases 
of atypical pneumonia from which no etiological agents 
have been isolated may be due to a virus of the psittacosis 
group which has become fixed in man. 


[I am much indebted to Dr. H. K. Goadby for permission 
to publish these cases, to him and to Dr. N. Oswald for help in 
the preparation, and to Dr. H. Gillespie for the radiology 
and for translation from the German. 
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PILONIDAL SINUS IN AN ABOVE-KNEE 
AMPUTATION STUMP 


J. H. SHOESMITH 
M.B. Leeds, F.R.C.S. 


HOUSE-SURGEON, POSTGRADUATE HOSPITAL, HAMMERSMITH 


In the past few years much has been written about the 
occurrence of pilonidal sinuses in parts of the body 
outside the scarocoecygeal area, They have _ been 
reported in the perineum (Smith 1948), the hand (Patey 
and Searff, 1946, 1948, Ewing 1947), the sole of the foot, 
the umbilicus, and the axilla (Aird 1952). In the case 
described here one was found in the skin of an above- 
knee amputation stump which was exposed to pressure 
by the artificial limb. 


A man, aged 52, attended the hospital on July 7, 1952, 
with a swelling on the medial aspect of his left above-knee 
amputation stump. The limb had been amputated nine 
years earlier for a suppurative arthritis of the knee. He 
stated that the swelling, which had been present for nearly 
two years, varied in size and became painful when enlarged. 
The pain and swelling were aggravated by wearing the 
artificial limb and tended to improve if he discarded the 
limb and used crutches. When he presented he had not been 
wearing the artificial limb for two weeks. There was no 
history of discharge or pilonidal suppuration elsewhere. 

On examination there was a slightly tender, hard, and 
indurated swelling, measuring 1:5 x 1:5 x 1 ecm., in the 
skin of the medial aspect of the stump half-way between 
the groin and the tip of the stump. The length of the 
stump was 9 in. There was no fluctuation present and 
no obvious sinus, although the skin overlying the swelling 
was somewhat puckered. 

First Operation.—On July 12 the swelling and overlying 
skin were excised under local anesthesia, and the wound was 
closed with interrupted black silk sutures. The wound 
healed by first intention, but the patient later complained of 
another swelling close to the medial edge of the scar. 


Pathological Report.—The specimen measured 15 X 15 xX 
5mm. A vertical section through the middle showed a short 
sinus lined by granulation tissue with a brisk foreign-body 
giant-cell reaction. There were several pieces of hair and 
numerous flake-like fragments of keratin. Histologically it 


resembled a pilonidal sinus of traumatic origin like that seen 
in barbers. 
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Second Operation.—On Oct. 15 he was readmitted for 
another operation and next day the area was widely excised 
and primary suture was done. The wound healed by first 
intention and has remained satisfactory. 

Pathological Report.—The specimen consisted of an ellipse 
of skin measuring 44 28 mm., with a collapsed sinus 
| mm. in diameter opening at its centre. Section showed a 
sinus, lined for the most part by acute inflammatory granula- 
tion tissue, and containing many multinucleate foreign- 
body giant cells. No hairs were seen in this specimen, but 
there were fragments of keratin. The lesion resembled a 
pilonidal sinus. 

The pilonidal sinus in this case was probably due to 
the constant trauma of the bucket of an artificial limb, 
hair being buried at a site of continual friction. Presum- 
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ably the sinus became minimally infected from time to 
time, and this recurrent inflammation explained the 
variations in size of the swelling. An amputation stump 
may thus be added to the other potential sites of pilonidal 
sinus, and pilonidal sinus formation may be added to 
the causes of discomfort in an amputation stump. 

I wish to thank Prof. Ian Aird for his kind help and 
criticism, and Dr. C. V. Harrison for the pathological reports. 
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New Inventions 





INSULATED BLOOD-BOTTLE CONTAINERS 
THE temperature of a bottle of blood removed from the 
refrigerator at 4°C (89°F) and exposed to a room-tempera- 
ture of 17°—20° C(63°—68°F) will rise to about 10°C (50°F) 





in one hour, and the blood is considered unfit for use 
after this time. 


Simple insulated containers have been devised in 
which bottles of blood can be kept for three hours under 
the above conditions without reaching a temperature 
higher than 8°C (46°F). To ensure that satisfactory 


A TEN-INCH NEEDLE-HOLDER 

AN extra-long needle-holder has not hitherto been 
produced in this country; so, with the help of Mr. 
Lockwood, of Messrs. Skidmore Ltd., Sheffield, I designed 
the needle-holder illustrated and described here. 

This light-weight 10-inch needle-holder, made with 
straight or slightly cranked shafts, facilitates suturing in 
deep areas in the abdomen and chest. It is particularly 
useful for gastro-cesophageal anastomosis; for closure 
of the peritoneum over the cesophageal hiatus after 
vagotomy; for obese gall-bladder patients; and for 
anterior resection of the rectum. 













temperatures will be maintained if the containers are 
used in operating-theatres, bottles of water at 4°C were 
placed in the container, which was transferred to an 
incubator for two hours at 37°C (98°F). After this 
rigorous test the temperature of the water was still only 
9-5°C (49°F). 

The containers are made in two sizes, to take either 
three or six bottles, and are very light, the smaller 
weighing 5 Ib. 7 oz. and the larger 8 Ib. 4 oz. 
They are durable, attractive in appear- 
ance, and inexpensive. They can be 
used with ice-inserts at the sacrifice of 
the space of one bottle in the case of the 
three-bottle container, the larger size 
taking the insert in addition to the six 
bottles. With these inserts a temperature 
of 4°-6°C (39°-43°F) can be maintained 
for at least twelve hours at any external 
temperature likely to be met with in 
this country. 

These boxes have been tested exten- 
sively under a variety of conditions and 
have withstood lengthy road, rail, and 
air journeys, in addition to continuous 
inter-departmental use. It is believed 
that their general use, particularly where 
blood is sent to wards and operating- 
theatres for ‘“ stand-by” or for long- 
continued transfusions, will appreciably 
lower the incidence of reactions and will 
help to prevent the more serious accidents 
due to bacterial growth in blood removed 
from the refrigerator for periods longer 
than an hour or so. There is good evidence 
that blood so treated constitutes a definite 
transfusion hazard which has received far too little 
attention in the past. 

The containers are made by Moulded Components (Jablo) 
Ltd., Mill Lane, Waddon, Croydon, Surrey. 


South London Blood Transfusion Centre, R. A. ZEITLIN 
Sutton, Surrey M.R.C.S, 


The instrument with the curved handles keeps the 
operator’s hand out of the field of vision and easy and 
accurate placing of the sutures is ensured when a deep 
anastomosis is being made, or suturing is being done 
in places which are difficult of access. Both needle- 
holders have hardened diamond-marked jaws which 
hold the needle in any position and prevent it from 
rotating. 

The instrument is supplied by Messrs. Down Bros., 
92, Borough High Street, London. 


DAVID AIKEN 
M.B. Dubl., F.R.c.s. 


The Royal Hospital, 
Sheffield 
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* Reviews of Books 


Adrenals in Surgery 


E. Hasner and others, from the Bispebjerg Hospital, 
the Rigshospital, the Finsen Institute, and the Serum 
Institute in Copenhagen. Copenhagen: Munksgaard. 
1952. Pp. 107. 

Tus publication is a brief and factual report of almost 
ten years’ work directed to the study of the function 
of the adrenal cortex in patients who are recovering 
from operation. The observations (on nearly 400 
patients) include biochemical estimations, excretion 
of adrenocortical hormones, degree of eosinopenia, 
corticotrophin-adrenaline tests, and relation of the 
adrenocortical function to fever, hemorrhage, carcinoma, 
trauma, and metabolism of electrolytes, creatinine, 
uric acid, and carbohydrates. It will not surprise 
readers to find that the results consistently show evidence 
of increased adrenocortical function—-a ‘‘ stress reaction ”’ 

in the postoperative period; but this conclusion is 
now of much less importance than the detail of the 
exhaustive studies that are reported. The book is 
remarkable not only for the immense amount of work 
that has gone into its preparation but also for its concise 
and modest presentation. It is a fitting tribute to 
Professor Dahl-Iversen, to whom it is dedicated on the 
occasion of his 60th birthday. All who are interested 
in such studies will find this work full of valuable informa- 
tion but may also find to their regret that its limited 
publication necessitates their being satisfied with perusal 
of a library copy. 





Atlas of Tumor Pathology 
Fascicles 3lb and 32. Tumors of the Male Sex Organs. 
Frank J. Drxon, M.D., professor of pathology, University 
of Pittsburgh School of Medicine; Roserr A. Moore, 
M.D., professor of pathology, Washington University 
School of Medicine, St. Louis, Missouri. Pp. 179. $1.50. 
Fascicles 35 and 37. Tumors of the Central Nervous 
System. JamMES W. KERNOHAN, M.D., and GroRGE P. 
SAYRE, M.D., section on pathologic anatomy, Mayo Clinic, 


Rochester, Minnesota. Pp. 129. 90 cents, Washington, 
D.C. : Armed Forces Institute of Pathology. 1952. 


Professor Dixon and Professor Moore include in their 
study of tumours of the male sex organs some two 
thousand tumours at the Armed Forces Institute as well 
as much material from Washington University Medical 
School, St. Louis, and elsewhere. The accounts are 
concise, yet include sections on comparative pathology 
and on the biochemical and hormonal aspects of the 
diseases concerned, while special attention is paid to 
prognosis and treatment. 

The section on germinal tumours of the testis will be read 
with interest, especially the signs noted to be prognostically 
favourable. For instance, the size of the tumour and its 
duration before treatment were found to be of no significance. 
An absence of pain, however, a negative urinary gonadotropin, 
and, on histological ex»mination, a lack of hyperplasia of the 
interstitial cells, were all good signs. Of the 97% of cases of 
pure seminoma treated either by surgery and radiation or by 
surgery alone, 6-4% died within two years after operation 
and 10-5% within five years. Virtually all deaths occurred 
within five years. In this group, incidentally, the presence 
of a lymphoid stroma and the absence of vascular invasion 


were found to be prognostically good. By comparison 
the tumours of group Iv (teratomas with embryonal 
carcinoma and/or choriocarcinoma), comprising 32% of 


germinal tumours in the Army series, were found to carry 
a 48% mortality within the first two years and 52°, within 
the first five years, there being no deaths recorded after 
four years. Seminomas are not thought to be intimately 
related to other types of germinal tumours. While they are 
often found in the same testis with other types, they are 
usually distinct and separate, often appearing as satellite 
nodules and suggesting an origin secondary to the presence of a 
pre-existing tumour. Embryonal carcinomas, choriocarcinomas, 
and teratomas, on the other hand, are believed to be closely 
related. These fascicles contain 135 admirable illustrations. 

Dr. Kernohan and Dr. Sayre, in their very readable 
account of the natural history and histology of brain 
and spinal-cord tumours, have been able to draw upon 
the resources of the Mayo Clinic for their extensive 
material. Their classification is based on the assumption 


—for which they say there is evidence—that tumours 
of the nervous system are generally the result of dedif- 
ferentiation of pre-existing cells. The gliomas are 
accordingly reduced in number to the three principal 
types, astrocytic glioma, oligodendroglioma, and ependy- 
moma; the polar spongioblastoma (for instance) is 
included in the first group. The practicability and value 
of Dr. Kernohan’s scheme of grading, now favoured in 
many neurosurgical departments, is attested in follow-up 
charts reproduced from previous papers. 

As the Mayo Clinic deals with selected patients who visit 
Rochester for the purpose of treatment, the biopsy and 
surgical specimens greatly outnumber those from necropsies. 
This fact has to be borne in mind when the statistics are 
studied. Tumours of the central nervous system, for instance, 
constituted 9% of the total tumours; by comparison those 
of the stomach, rectum, and breast each amounted to almost 
10%, while tumours of the colon numbered 9-5%. Of those 
in the central nervous system a quarter were located in the 
spinal cord. Meningiomas constituted 17-2% of all tumours 
of the central nervous system: this rather high proportion is 
perhaps accounted for by the fact that cord tumours, a 
quarter of which are meningiomas, are included. Rather 
more than a third of the metastatic tumours coming to 
necrospy were secondary to a primary in the bronchus, rather 
less than 25% originated in the gastro-intestinal tract, 10% 
in the breast, and 10% in the kidney. Metastatic tumours 
were patently multiple in 70% of instances. The numerous 
illustrations are of a high order. 


Radiologie du rein et de l’uretére 
R. Gouverneur, chirurgien de l’H6Opital Necker ; 
R. PorcueEr, radiologiste de ’H6pital Saint Antoine ; 
R. Hicket, radiologiste des HO6pitaux de Paris. Paris: 
Masson. 1953. Pp. 440. Fr. 5400. 

THis book is intended for urologists and radiologists, 
and also for general surgeons not primarily engaged in 
genito-urinary work. 

In the opening chapters particular attention is paid to the 
radiography of the renal tract, and the methods used in 
obtaining adequate radiographs. The authors point to the 
importance of having some definite system of identifying 
each film in an intravenous pyelography sequence, and of 
ensuring that the markers are on the correct side. The 
indications for each type of examination—such as intra- 
venous and retrograde pyelography, aortography, and 
nephrography during operation—are given, and the values 
of each are compared and contrasted; but some of the 
techniques suggested are not accepted in this country. The 
minor accidents of pyelography, such as back flow, are 
discussed. The normal anatomy, and the more common 
departures from the normal, as well as congenital defects, 
are described and illustrated. There are chapters on calculi, 
renal tubereulosis, tumours, and cysts; and _ radiological 
signs are catalogued at the end of each chapter. In the 
chapter dealing with renal tumours, the diagnosis and 
differential diagnosis are well discussed. 

The book is well set out and very readable. In 
English translation, it would be of considerable value 
to students of radiology. 

Nurse and Patient 


A Study in Human Relationships. EVELYN C. PEARCE. 
With a foreword by Lord Wrss-Jounson. London: 
Faber & Faber. 1953. Pp. 184. 10s. 6d. 

THis little book is full of the wisdom of long experience, 
set down in those brief clear sentences which have made 
Miss Pearce’s nursing textbooks so widely read by 
students of her profession. This book, too, is addressed 
to nurses, but much of it could also be read with profit 
by medical students and doctors—particularly the chapter 
on the first interview. The list of hints to interviewers 
with which this ends might be memorised with advantage 
by members of both professions. Writing from a strongly 
Christian background, Miss Pearce is deeply aware of 
the dignity of man. To her mind the first duty of the 
nurse (and of the doctor, too, though she politely assumes 
that he will always display it) is tenderness of that 
dignity, no matter how unattractive or trying the patient 
may be, or how far his behaviour is removed from that 
of a normal person. She warns nurses of what they are in 
for—a life requiring much self-discipline, and making 


continual demands on the bounty of the spirit: and in 
doing so reveals nursing afresh for the great career it is. 
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A New Bayer Product 
FOR THE TREATMENT OF 


ANGINA PECTORIS 


In angina pectoris, Mycardol* reduces the severity of the 


























attacks and may help to diminish their frequency while, 
at the same time, improving exercise tolerance. 
Especially valuable in reducing the need for repeated 
doses of trinitrin, and of extremely low toxicity, 

this long acting nitrite provides a new and important 


adjuvant in the routine management of angina pectoris. 
* Pentaerythritol tetranitrate. Packings : tablets of 30 mg. 
(scored to give 15 mg. per half 
tablet), in bottles of 100 and 1,000 


tablets. The basic N.H.S. price of 
one week’s treatment is 1/6d. 


Manufactured in England by 
M y car d 0 BAYER PRODUCTS LIMITED 
Africa House, Kingsway, London, W.C.2 
Associated export company : WINTHROP PRODUCTS LIMITED, London 








‘ALBUCID’ 


The First name in Ocular Therapeutics 







Active against a very wide range of organisms causing 
ocular infections, ‘Albucid’ Eye Preparations are 
known and trusted wherever eye injuries and infections 
are treated. 


‘ALBUCID’ EYE PREPARATIONS are available as follows :— 


EYE DROPS EYE OINTMENT 
Sulphacetamide Sodium B.P. Sulphacetamide Sodium B.P. 
10%, 20% or 30% in sterile 24%, 6% or 10%. 
solution, packed with pipette 
in sealed bottles. | Tubes of 4 Gm. (60 grains) 
Bottles of 14 c.c. (¢ fl. oz.) and 25 Gm. 


Descriptive literature and samples available on request. 
British Schering Limited 
Kensington High Street, London, W.8 


telephone: WEStern 8111 
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GUANILLIN now renamed 


GUANIMYCIN 


The new Allen & Hanburys product containing Streptomycin and Sulphaguanidine, which 
has been widely prescribed since its introduction under the name Guanillin has now been 
renamed GUANIMYCIN. 


Practitioners are finding that GUANIMYCIN meets a modern need in treating many 
distressing infections of the gastro-intestinal tract. It is issued as a stable, dry powder, 
from which a palatable homogeneous suspension is made. Each bottle contains Strepto- 


mycin Sulphate | gramme and Sulphaguanidine 8 grammes in a suspending agent. 


INDICATIONS.—GUANIMYCIN is prescribed for gastro-enteritis, bacillary dysentery, 
salmonella food poisoning and summer diarrhoea, in adults, children and infants. 


GUANIMYCIN 


Trade Mark 


ORAL STREPTOMYCIN SULPHATE with SULPHAGUANIDINE 
In bottles to prepare 4 fluid ounces 


Literature on application 
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TELEPHONE: BISHOPSGATE 320! (20LINES). TELEGRAMS: “GREENBURYS, BETH, LONDON’ 





-2 























THE LANCET] LEADING 


THE LANCET 


LONDON: SATURDAY, AUGUST 22, 1953 
Acute Anuria 
THE term “ acute anuria”’ includes any condition 


in which the rate of urine flow into the bladder is 
either very slow or nil. The usual cause is a diffuse 
parenchymatous disorder of the kidneys, though 
occasionally there may be a mechanical obstruction 
in the pelves or ureters, as in sulphonamide crystal- 
luria. The parenchymatous lesion may be only a 
severe manifestation of a condition usually presenting 
in a more benign form—e.g., acute nephritis or 
pyelonephritis. But more commonly the lesion is 
that of tubular necrosis, which follows intense renal 
ischemia, sometimes associated with direct toxic 
destruction, as in mercury poisoning. The most 
important conditions giving rise to this suicidal 
ischemia are those which produce an acute but 
persistent reduction in circulating blood volume either 
from direct blood-loss! or from gross dehydration 
following vomiting and diarrhcea.2 Such a stimulus 
must be present for some hours before renal ischemia 
becomes really severe; it has been shown both in 
man*® and animals ‘**® that the renal circulation is 
relatively indifferent to big changes in blood volume 
if these are only of short duration. Other causes of 
renal ischemia which often accompany oligzemia are 
hemoglobinzemia,*? salt deficiency,* ® and pain '° ; 
and there is some evidence that stimuli from the 
uterus may lower the renal blood-flow." From animal 
experiments it seems that the mechanism for this 
renal ischemia, whatever its cause, is one of vaso- 
constriction. Cogent evidence 12-18 has been brought 
against the idea that the blood is short-circuited 
(or diverted) from the cortex to the medulla and 
juxtamedullary glomeruli,)® though this controversy is 
still open.?° 
The pathological appearances have been beautifully 
displayed by OLIVER et al.'6 Nephrons dissected 
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from human kidneys showed that there were two 
distinct types of necrosis. One type involved the 
whole tubule wall including the basement membrane, 
and occurred in small localised patches distributed at 
random among nephrons and in any part of the 
nephron up to the collecting duct; this lesion was 
present in all cases regardless of their cause. The 
other type of necrosis was present only in cases of 
poisoning and affected the tubule cells only, involving 
a relatively large section of the proximal tubules 
in all nephrons equally. The interpretation by 
OLIVER et al. that the first type of necrosis is due 
to ischemia is very convincing. It is interesting that 
when casts were found they were only rarely in contact 
with areas of necrosis. The disorganisation of renal 
function which results was investigated by BuLu et 
al.24_ They divided the changes into four stages : 
the onset, the anuric, the early diuretic, and the 
late diuretic ; and their observations were confined 
to the last three stages. They showed that in the 
oliguric phase renal blood-flow ceased almost com- 
pletely—sometimes dropping to 10-30 ml. per minute 
(the normal flow is 1200 ml. per minute). During the 
early diuretic phase there was an improved blood- 
supply and a return.of glomerular filtration, but severe 
functional tubular impairment was now evident, 
that enormous quantities of water and electrolytes 
were passed. This phase and the one preceding it 
lasted approximately the same time, so that long- 
continued anuria tended to be followed by an equally 
long period of tubular insufficiency. In the late 
diuretic phase renal function was adequate to maintain 
electrolyte and water balance, but glomerular filtration- 
rate, renal blood-flow, and tubular functional reserve, 
as measured by saturation estimations, continued to 
improve for six to twelve months. Follow-up studies, 
however, have shown that there is often some per- 
manent impairment of renal function.”” 

Swann and Merritt* have lately published a 
review of their findings in 85 cases of acute renal 
failure, with especial reference to the associated over- 
all disturbances. They point out that complete anuria 
is rarely found with tubular necrosis, being more 
characteristic of mechanical obstruction in the renal 


sO 


tract. In the oliguric phase, cardiac failure was the 
most common cause of death, due either to left 


ventricular failure shortly after admission or to cardiac 
arrest later. Though left ventricular failure is often 
precipitated by giving large volumes of saline in the 
naive expectation that what goes in must come out, 
Swann and MERRILL consider that this is not the 
most important cause. Cardiac arrest results from 
the hyperpotasszemia caused by the accumulation of 
potassium derived from cellular breakdown. The rate 
of this metabolic process, as judged by the rate of 
rise of blood-urea, varies greatly and is probably 
influenced by the initial cause of the anuria and by 
whether it is associated with severe disturbances to 
metabolism, such as trauma, operation, and infection. 
Concurrently with the rise in plasma potassium and 
urea, SWANN and MERRILL noted that there was a 
fall in the level of bicarbonate, sodium, and chloride 
in the plasma. The fall in bicarbonate is due to 
accumulation of anions released by prote in metabolism; 





21 Bull, G. M., Joekes, A. M., Lowe, K.G. Clin. Sci. 1950, 9, 379. 

22. Finkenstaedt, J. T., O’Meara, M. P., Weller, J. M., Merrill, J. P. 
J. clin. Invest. 1953, 32, 567. 

23. Swann, R. C., Merrill, J. P. Medicine, Baltimore, 1953, 32, 215. 
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plasma pH then falls, which in turn stimulates the 
respiratory centre, producing the slow deep respiration 
characteristic of acidosis and nearly always present in 
prolonged anuria. 

The cause of the fall in plasma sodium and chloride 
is more mysterious : it is probably caused mainly by 
these ions going into the cells, but dilution by increased 
extracellular water is also possible. Swan and MERRILL 
and Matué and HAMBURGER" have shown that anuria 
is accompanied by an increase in total body-water, 
even when water intake is only sufficient to cover 
insensible loss. This increase is largely of metabolic 
water, which is produced in particularly large quan- 
tities during fat combustion. The extracellular space 
may also be increased by the addition to it of the 
intracellular water freed during cellular metabolism. 
There is, however, some disagreement whether this 
freed intracellular water and metabolic water do in 
fact increase the extracellular space. Possibly it varies 
from case to case, but, as the fall in sodium chloride 
is invariable, transfer into the cells seems the more 
probable explanation. Professor HAMBURGER and his 
collaborators, who have done much work on the 
distribution of water in this condition, state that 
most, if not all, the freed water and the metabolic 
water goes intracellularly and thus may produce water 
intoxication, and they attribute to this effect many of 
the typical symptoms of acute anuria—e.g., drowsi- 
ness, confusion, nausea, vomiting, and fever. During + 
the oliguric phase Swann and MERRILL also found 
that there was a progressive anemia the cause of 
which is unknown, though it may be hzmolytic.*® 
The early diuretic phase was found to be potentially 
as lethal as the oliguric phase, and 25°, of the deaths 
occurred during this phase. An excess output of 
fluid and electrolytes in the urine could lead to 
dehydration and circulatory collapse or hypopotas- 
szemic muscle paralysis, but Swan and MERRILL point 
out that an exact replacement is unnecessary and 
may even be dangerous. A return to a normal 
volume distribution of water and electrolyte can only 
take place if the excess water, which has been accumu- 
lating during the oliguria, is evacuated. They consider 
that much of the diuresis of the early diuretic phase 
is in fact an attempt at this, and that exact 
replacement, therefore, will only prolong the diuresis 
and increase the danger of electrolyte loss or water 
intoxication. 

The diagnosis of many of these abnormalities during 
the oliguric and early diuretic phase depends on a 
combination of close clinical observation and frequent 
(sometimes twelve-hourly) determination of plasma 
content. An increase in extracellular fluid volume, and 
consequent cardiac failure, is evidenced by the appear- 
ance of dyspnoea, pulmonary cedema, raised jugular 
venous pressure, and, occasionally, edema. Except 
when acute anuria is a complication of acute nephritis, 
these signs should be considered as evidence of 
mismanaged treatment. The only safe way to deter- 
mine the extent of potassium accumulation is by its 
plasma level ; the typical electrocardiographic appear- 
ances with high “‘ tented” T waves, aint QRS 
complexes, and st depression, are a poor substitute, 
and clinically, though voluntary-muscle paralysis may 
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occur on rare occasions,?® there is usually no abnor- 
mality until a few hours before the heart suddenly 
stops. The most difficult syndrome to detect is that 
of cellular overhydration ; for repeated space deter- 
minations are elaborate affairs and the principle on 
which they are based may, in the case of the extra- 
cellular space, be disturbed by disease. Clinically, the 
signs and symptoms of water intoxication are sug- 
gestive but not conclusive; electro-encephalograms 
may help, but probably the most practical method 
is to estimate either the specific gravity, or preferably 
the effective osmolarity, of the plasma and assume 
that the directional changes are the same in the 
extracellular and intracellular spaces. Finally, the 
diagnosis of tubular necrosis itself is often dangerously 
delayed because it so often develops at a time when 
transient oliguria is usual—e.g., after operation.?’ 
There would be less delay, however, if a twenty-four- 
hour volume of urine under 500 ml. was always 
regarded with suspicion, and if it were generally 
realised that, when the kidneys are normal, urine 
produced at such slow rates of flow should be con- 
centrated and of high specific gravity. Oliguria and 
a pale dilute urine, with a specific gravity near 1010, 
are indications that the kidneys have failed. 


Breech Presentation 


THE true prevalence of breech presentations at term 
is difficult to assess because hospital figures always 
include a large number of malpresentations, and 
because in so many pregnancies external version is 
performed. The generally accepted figure is 3-4°% 
of all deliveries. Vartan 82° and TompKINs *° have 
clearly shown that disproportion, placenta previa, 
foetal abnormalities, and the various other factors 
which were thought to be predisposing causes, play 
a very small part, and with some of them the asso- 
ciation is, in fact, fortuitous. Vartan found that 
in at least 25°% of pregnancies the child presented 
by the-breech at one time or another, and that in the 
great majority spontaneous version takes place by 
the 34th week. WersMan,?*! in a radiological investi- 
gation, found that the prevalence of breech presenta- 
tion decreased from 24°% at 18-22 weeks to 7°% at 
the 34th week. VARTAN’s view was that the causes of 
persistent breech presentation are the conditions 
which prevent spontaneous version, notably extension 
of the foetal legs. But it has been suggested that 
extension of the legs is a result and not a cause of 
breech presentation ; and further radiological investi- 
gation of fcetal attitudes will be necessary to decide 
this point. 

A different cause has lately been demonstrated by 
STEVENSON,*? who did soft-tissue placentography 
in 76 cases of breech presentation at or near term. 
He found that in all cases the placenta was in a 
cornual-fundal position, and he pointed out that the 
figures of other workers suggested that the proportion 
of placentz in this situation was normally only 7-5°%,. 
WHITEHEAD repeated this work in Liverpool in 1952 
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and found a cornual implantation of the placenta 
in over 60°, of breech presentations, whereas, in his 
total series, almost 90°, of the placentae were on 
the anterior or posterior uterine wall. STEVENSON’s 
figures are so significant that LULL and Kimproveu,* 
in their new textbook, list without comment the 
four principal causes of breech presentation as: 
prematurity, cornual-fundal implantation, abnormali- 
ties of foetal attitude, and contracted pelvis. None 
of the usual hypotheses fully explain the normal 
vertex presentation, but the uterine-accommoda- 
tion idea is probably the most acceptable. StevENSON 
certainly accepts it, and he claims that the cornual- 
fundal placenta makes the upper pole of the uterus 
narrower than the lower pole, and so leads to breech 
presentation. He showed that out of 70 of his cases 
for which full data were available, the placenta was 
in the right cornu in 20 and in the left cornu in 50. 
He suggested that, because of the normal dextro- 
rotation of the uterus, the placenta in the left cornu 
would interfere to a greater extent with the shape 
and capacity of the upper pole than the placenta in 
the right cornu. The effects of dextrorotation and right 
cornual implantation would thus tend to counteract 
each other. 

We publish this week two articles dealing with the 
management of breech presentation. Mr. FELL 
examines a series of 107 attempts at external version 
under anesthesia at the Middlesex Hospital. He 
concludes that, though 2 babies were lost, the pro- 
cedure is justifiable because the mortality due to 
uncomplicated breech delivery during the same period 
was 9°. His conclusions and figures are similar to 
those of PEEL and Ciayton.** In 4 of his cases 
attempted version caused some placental separation 
and in 3 others labour began prematurely, so the 
foetal-mortality rate might well have been greater. As 
48 of the 107 versions were carried out before the 
36th week, premature labour could have been a 
serious matter. 

During version it is very tempting to use just a 
little more force in an attempt to succeed; and it 
is here that the greatest danger of version under 
anzsthesia lies. Mr. Marr, in his article on p. 361, 
opposes the use of anesthesia for version except in 
very special circumstances. In general, he favours 
version without anzsthesia but with careful prepara- 
tion and adequate premedication. Nearly all the 
failures will, he thinks, be cases of frank breech pre- 
sentation, for which, provided the frank breech is 
engaged and there is no pelvic deformity or serious 
disproportion, he advocates surgical induction of 
labour by rupture of the forewaters. His view is 
that the opposition to induction in breech presentation 
is largely based on the fear of prolapse of the cord, 
and that this risk is eliminated when the frank breech 
is engaged. The induction is performed when the 
baby’s weight is estimated at 6-7 lb.: it is well 
known that the mortality in breech deliveries is 
greatest when the babies are either very small or very 
large. The two difficulties are the correct estimation 
of weight and the possible failure of the uterus to 
respond efficiently to the induction—a possibility 
which Marr does not discuss. His results are good 
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(only 1 baby was lost in 71 uncomplicated deliveries), 
but in a larger series a few babies might be lost from 
infection and other factors associated with induced 
labour, unless the obstetrician was prepared to_per- 
form cxsarean section in every case which failed to 
respond promptly to induction. 

VarTAN *8 29 followed much the same lines as Marr, 
who now emphasises them as part of a planned policy. 
This policy could not be followed in general practice, 
but Nrxon and Hickson *® think that all breech 
presentations, whether in primigravidz or multipare, 
should be delivered in hospital. This is sound advice 
because of the complications that may arise, and 
because very few practitioners can handle sufficient 
cases to become or remain proficient in their manage- 
ment. For the unexpected emergency, however, the 
use of the cross-bed position, the generous episiotomy, 
and the avoidance of traction remain the principal 
means of avoiding or overcoming complications. 


One-dose Treatment for Malaria 


THE old idea of a drug powerful enough to cure a 


disease at a single dose—the dosis magna sterilisans— 


is becoming almost a commonplace. It has been 
achieved in malaria, but most of the investigations 
have been made in patients who presumably have 
some degree of immunity to the disease. This immunity 
is a relative affair, better known as “ premunition,”’ 
which depends for its maintenance on continuing 
infection, and which is often incomplete and therefore 
compatible with occasional attacks of fever. The 
point is that in such a patient the results of chemo- 
therapy are likely to be different from, and probably 
more favourable than, the effects of treatment in 
non-immune persons. Nevertheless, the prospect of 
effective treatment of an attack of malaria by a single 
dose of a drug is very welcome for just this kind of 
patient. - It means that the dose can be given under 
supervision, often in the outpatient department, and 
that the uncertainty of dosage when drugs are given 
to primitive people for administration at home is 
avoided. The mother of an African child, who knows 
nothing of tablets and dosage, can hardly be expected 
to carry out treatmient which needs repetition at 
stated intervals, but a single dose given at hospital 
or dispensary is a different matter, if it is effective. 
There is much evidence that with the newer anti- 
malarial drugs such a dose is effective. Several drugs 
have been used in this way: ‘ Camoquin,’ for instance, 
in a single dose of 400 mg., or two doses of 200 mg., by 
mouth, reduced pyrexia in an average of 24-8 hours, and 
eliminated parasites from the blood in 46-6 hours in a 
trial in India **; and rather similar results were reported 
fromelsewhere in India,*’ and in Malaya.** In Honduras, 
HoEKENGA®® gave single doses of 0-4-1-0 g. of camoquin 
base to 380 patients in an endemic area of whom 
half had Plasmodium falciparum and half had P. vivax 
infection ; few failed to respond. In Bolivia, a dose 
of 0-8 g. (for adults) cleared the blood in 28 hours.*® 
These single doses of camoquin were all given by 
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mouth, but it can be used intravenously, and PAYNE 
et al.“ gave 150 mg. of base by this route to 5 patients 
with naturally acquired P. vivax malaria, with quick 
clinical cure. In these trials of single-dose treatment 
the question at issue is the effect on the immediate 
attack, and camoquin shows up well; indeed, 
VILLAREJOS *° claims that it can cure P. falciparum 
malaria radically, and even reduce the relapse-rate of 
P. vivax malaria. Chloroquine also shows this prompt 
result. In Spanish Guinea, Vita Coro ® found as 
much value in a single: dose (1-5 g. for adults) as in 
longer courses, with rapid disappearance of symptoms ; 
and in Nigeria JELLIFFE and JELLIFFE ® gave a single 
intramuscular dose of 5 mg. of base per kg. body- 
weight to African children, who were cured within 
2 days. These African infections were predominantly 
due to P. falciparum, and the same infection in Haiti 
responded similarly to a single dose of 2 g. (for adults) 
of hydroxychloroquine.*4 Proguanil can also give 
clinical cure after a single dose, but MACDONALD and 
Rao *® bring out a point of importance. They gave 
300 mg. to adults and 200 mg. to children, most of 
whom had some premunition, and most of them were 
free from pyrexia and parasites in 72 hours. But 
almost half of them eventually relapsed, even some 
with P. falciparum, in an area of Ceylon where 
reinfection was unlikely. They therefore conclude 
that single-dose treatment should not be given if 
radical cure is desired. Pyrimethamine (‘ Daraprim ’) 
is the last-comer, and for patients with some pre- 
munition it too has given good single-dose results. 
ARCHIBALD ** gave 25 mg. to Lagos school-children, 
and McGrecor and Smita * gave 0-25-0-5 mg. per 
kg. to Africans in Gambia. In these trials clinical 
cure was achieved within 72 hours. Similarly in 
Tunisia and Indo-China, ScHNEIDER et al.4® found 
that a single dose of 50 mg. of base was effective 
within little more than 2 days. In Kenya Africans, 
Jones *® found that 50 mg. was rapidly successful, 
even in 3 cases of cerebral malaria; but, commenting 
on this report, McCRoBERT © hopes that experiments on 
the oral administration of pyrimethamine in cerebral 
malaria in non-immunes or in unconscious Africans 
will not be contemplated. Indeed, although McGrEGoR 
and Smiru 4? were able to clear the blood with these 
minute doses, GoopWIN 5! thinks that the chief value 
of this drug may be in suppression. It is still too 
early to say. 

To sum up, therefore, several drugs will cure an 
attack of malaria if given in a single dose, and if 
the patient has some premunition; but if radical 
cure is the aim, or if non-immunes are being treated, 
a single dose is probably not enough. But, even so, 
this is a remarkably useful quality of these modern 
drugs ; and, of course, a dose of quinine will clear 
up many an attack in semi-immune people. 
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Annotations 


THE FREEDOM OF THE ROAD 


To step from a car to the sidewalk is to embrace a 
different constellation of prejudices: to the pedestrian 
all drivers are possible knaves, to the driver all pedes- 
trians are probable fools; and the walking motorist 
distrusts drivers no less passionately than the driving 
motorist distrusts pedestrians. Nothing could better 
exemplify the partiality of human judgment. Mr. T. C. 
Foley,! secretary of the Pedestrians Association, is 
aware of this split in our nature, which allows each of us 
to be both Jekyll and Hyde—or rather, allows each of us 
to be two aspects of Jekyll, while everybody else is two 
aspects of Hyde. ‘‘ We cannot expect,’’ Mr. Foley (in 
the character of pedestrian) remarks, “‘ to maintain the 
free use of the highway as it existed before the motor- 
car age. The practical issue is, however, how much of 
that freedom are we to give up, and how much incon- 
venience and delay should we accept in order to reduce 
the risk of accident to ourselves and to assist the flow 
of vehicular traffic, in which as drivers, cyclists or 
passengers we also have an interest.’’ The pedestrian, 
he points out (and in that character we can all agree with 
him), is already put to great inconvenience by motor 
traffic. To take only one example, there was a time when 
buses stopped immediately outside Underground sta- 
tions; today the pressure of traffic prohibits this 
arrangement, and the pedestrian often has a longish 
walk from the station to the stop. On a wet day, or when 
he is carrying a heavy bag, this may cause him to regret 
the old swift days of the horse buses. Roundabouts, 
road bridges, traffic lights, and subways set further 
hazards in his course and compel him to live up to his 
name; as Mr. Foley very fairly says, ‘ Impressive 
figures are sometimes quoted estimating the economic 
loss caused by delays to vehicular traffic, but nothing is 
said about the economic loss due to delays to pedes- 
trians.’’ Even on country roads the pedestrian is often 
put to risk and inconvenience because the lack of a 
footpath obliges him to share the highway with cars 
and lorries. 

Yet in the past twenty years accidents to pedestrians 
have gone down, while those to motorists have gone up ; 
and in our character of motorists, it seems, we are now 
pressing the Ministry of Transport to introduce legislation 
to restrict our rights as pedestrians still further. These 
proposed restrictions Mr. Foley summarises as follows : 

1. It shall be an offence for a pedestrian (a) to fail to 
conform to the signal of a police officer regulating traffic ; 
and (b) to cross the road at a light-controlled crossing when 
the lights are against him, or when there is a light warning 
‘** don’t cross.” 

2. Experiments should be conducted in certain areas 
forbidding the public to cross the road within a certain 
distance of pedestrian crossings (a) where there is a guard 
rail, and (6) where there is no guard rail. 


There are serious practical objections, Mr. Foley 
thinks, to asking us pedestrians to obey the same rules 
as us motorists. For one thing the policeman has his 
hands full—and occupied—in directing the traffic. As 
pedestrians we make use of his signals in choosing when 
to cross, but we should probably miss many a good 
opportunity if we had to wait for him to give us a 
directive ; and it would all add to our delays. Again, 
a policeman’s signal to traffic at a T-junction often 
enables us to cross half the road to an island; most of 
us would find it frustrating to be denied even this half 
measure of progress without the direct sanction of the 
law. He also suggests that there is a certain amount of 
confusion about zebra crossings. We pedestrians believe 
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that we always have the right of way on those reassuring 
stripes ; but as motorists we know that where there is 
a policeman on duty at such crossings this is not the 
case. Mr. Foley suggests that the solution is not to punish 
ignorant pedestrians but to confine zebra stripes to 
uncontrolled crossings, and to indicate police-controlled 
crossings in some other way. But as motorists we should 
bitterly oppose any multiplication of the devices which 
we have to see, recognise, and respect : there are already 
too many of them for safety. 

The disrespect of pedestrians for lights is peculiarly 
galling to us motorists. They saunter across in front of 
us when we have received the ‘“‘ Go” signal, without 
even a glance of apology. This is pure ill manners. Yet 
as Mr. Foley asks, is it reasonable for us pedestrians to 
be kept waiting indefinitely at night for some motorist 
to come along and cause the lights to change? Or to 
wait chafing in an empty road until the regulation 
number of minutes is complete ? (We motorists, of course, 
have to chafe ; but then the lights were only put there 
on our account.) Mr. Foley does agree, however, that it 
might be made a penalty for pedestrians to cross when the 
light flashes the written signal ‘‘ Don’t cross,’’ if by so 
doing he impeded traffic; but he thinks it would be 
unreasonable to penalise him for crossing against the 
signal if there was no traffic in sight. We motorists 
think the numbers of these ‘‘ Don’t cross ’’ signals might 
be much increased. 

He is much against the extension of guard rails ; and 
as pedestrians we entirely agree with him. Their chief 
effect on freeborn English men and women is to stimulate 
them to climb through. In some places the pedestrian 
who respects the guard rail is already forced to go 50-60 
yards out of his direct route. Moreover, as Mr. Foley 
notes, they give us motorists a false sense of security : 
we proceed on the assumption that no pedestrians are 
likely to step out. Risks to children, who accept guard 
rails as so much free gymnastic apparatus, will increase 
if guard rails are extended ; and a similar result might be 
expected if—as some have suggested—it were made an 
offence to cross the road within 100 yards of a pedestrian 
crossing. Few young children (and not many adults) 
can guess 100 yards accurately. As he says, the original 
purpose of pedestrian crossings was to ensure the safety 
of pedestrians, particularly the. young and the old, at 
busy or dangerous points. ‘‘ The crossings were not 
intended to be a first step towards depriving the pedes- 
trian of the right to cross the road elsewhere, or to 
relieve the driver of any onus of care on any other part 
of the common highway.” 

The key to this difficult problem is in the last two 
words of this statement. We pedestrians and we motorists 
are brothers in misfortune in having to share the same 
highway ; indeed we are closer than brothers, for our 
interests and even our persons are identical. We must 
seek the answers in family collaboration, for internal 
strife is as damaging among wayfarers as it is in a State 
or a psyche. 

USES OF VENOGRAPHY 


SincE Dos Santos! first demonstrated that the deep 
veins of the leg and thigh could be shown on a radio- 
graph after the injection of radio-opaque material into 
a small vein in the foot, a vast and confused literature 
has grown up around this subject. The introduction 
of the non-toxic diodone (‘ Pyelosil’) has made the 
examination almost completely safe, sensitivity reactions 
being extremely rare. Its application to the questions 
of acute deep thrombosis of the leg and to the sequel 
of thrombosis by Bauer? prompted a more intensive 
study of these unfortunate patients. It soon became 
clear that the venographic appearances in abnormal 
1. Dos Santos, J.C. J. int. Chir. 1938, 3, 625. 

2. Bauer, G. Acta chir. scand. 1942, 86, suppl. 74. See also Lancet, 
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limbs were extremely difficult to interpret. The appear- 
ances on which a diagnosis of deep-vein thrombosis or 
block was made were: (1) absence of filling of the deep 
veins ; and (2) partial or irregular filling of deep veins. 
But Dow ® showed, in a memorable paper, that these 
appearances could be produced in normal limbs simply 
by variations in the technique of venography. He 
demonstrated clearly that before any firm interpretation 
of venographs could be attempted, a standard technique 
was necessary, which could be relied on to fill the deep 
veins, if present, under all circumstances. The next 
question which arose was: provided the deep veins can 
be filled by an adequate and standard technique, what 
are the criteria for diagnosing them as normal or 
abnormal? This diagnosis depends on three things : 
(1) the appreciation of the wide range of anatomical 
variations in the normal deep veins ; (2) the demonstra- 
tion of a well-filled but irregular or multiple channel 
in the situation of the femoral or popliteal veins ; and (3) 
the demonstration of the presence or absence of valves. 
The femoral: and popliteal veins cannot be diagnosed 
as abnormal or recanalised unless: (i) the deep channel 
shown by the diodone is well filled and is either irregular 
in outline or appears multiple ; and (ii) valves are shown 
to be absent, by a technique which is known to demon- 


_ State valves if present. Gryspeerdt * and Cockett > have 


discussed these factors, and they show that if the 
patient performs a forced expiration with the glottis 
closed (the Valsalva manceuvre) just before exposing the 
film, the valves in the large deep veins, if present, are 
well displayed. This device does away with the neces- 
sity for retrograde venography. Gryspeerdt and Cockett 
also discuss the use of venography in demonstrating 
incompetent perforating veins in the thigh and lower leg. 

It is thus clear that successful venography demands a 
good deal of attention to technical detail and experience 
in interpretation. before reliable diagnoses can be made. 
Much useful information has been obtained about: the 
basic patterns of deep thrombosis in the lower limb 
and about the high frequency of recanalisation of 
thrombosed deep veins. It is certainly a necessary 
examination before any form of operation on deep or 
superficial veins in the postthrombotic limb. It is also 
useful as a diagnostic measure in cases of obscure cedema 
of the leg. But its use will remain largely’in the hands 
of the research-worker and the vascular surgeon. 

° 


CANCER RESEARCH 


Tuirty years of solid progress in the attack on 
malignant disease is reflected in the latest annual report 
of the British Empire Cancer Campaign. It is clear that 
those in the fight are keenly aware of the complexity 
of the problem; and indeed it may well be the 
very diversity of approach that will one day yield 
the final victory. The report is packed with new informa- 
tion of all kinds: some of the experiments are a con- 
tinuation of earlier work already reported; some, 
though they have long been in progress, are described 
for the first time. 

For example, the experiments of Pybus and Miller 
have been designed to re-examine the work of Strong,® 
who discovered neoplastic lesions of the glandular 
stomach in a strain of mice derived from ancestors which 
had been injected with a potent carcinogen, methyl- 
cholanthrene. He concluded that the stomach lesions 
were due to a genetic mutation induced by the methyl- 
cholanthrene injections. Pybus and Miller used two 
strains of mice which were available in the laboratory, 
and they planned their experiment in such a way that 
the effect of methylcholanthrene could be tested on 
pure-line descendants and on the hybrid mice derived 
3. Dow, J. D. J. Fac. Radiol., Lond, 1951, 2, 180. 

4. Gryspeerdt, G. L. Brit. J. Radiol. 1953, 26, 329. 
5. Cockett, F. B. Ibid, p. 339. 
6. Strong, L. C. Proc. Soc. exp. Biol., N.¥, 1945, 59, 217. 
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from crossing the original strains. The most interesting 
lesions were those in the stomach. Simple papillomatosis 
of the forestomach and an occasional squamous carcinoma 
were observed in mice of the original strains and in their 
hybrids. The incidence of these lesions was much 
increased by the injection of methylcholanthrene. This 
result was ascribed to the direct action of the 
carcinogen on the stomach wall, with which it came in 
contact when the animals licked the small amount of 
oily solution which nearly always escaped after injection. 
Tumours of the glandular epithelium of the stomach 
were extremely rare in the pure-line mice, and there 
were none at all in the injected groups. Nodular and 
diffuse hyperplasia of the glandular stomach, similar 
in many ways to that described in Strong’s mice, was 
found in both normal and injected hybrids and in many 
of the uninjected descendants of the injected animals. 
It therefore seems clear that the hybrid mice had a 
genetic tendency to develop these lesions spontaneously. 
The part played by the carcinogen is more difficult to 
assess, but a fair interpretation would probably be that 
.the chemical augmented the genetic susceptibility, as is 
known to be the case in mice with a genetic susceptibility 
to lung adenomas. The postulation of a genetic mutation 
would thus be unnecessary. The very fact that Pybus 
and Miller have confirmed the presence of glandular 
hyperplasia in hybrid mice and an augmenting effect of the 
carcinogen on it is of great importance, for despite much 
effort the experimental study of gastric cancer has made 
little progress. 


MEDICAL TREATMENT OF CATARACT 


ALTHOUGH some form of Operative treatment for 
cataract was probably practised in the second century 
A.D., it was not until much later that the true nature of 
cataract became known and Daviel, oculist to Louis XV, 
was able to devise a successful operation for its extrac- 
tion. The advances in diagnosis and surgical technique 
which have since been made have vastly improved the 
prospects of restoring sight, and today complications 
have been reduced to such a low figure that recovery 
of adequate, if not perfect, vision can be expected in all 
but a small fraction of cases. But in spite of recent 
improvements in anesthesia for cataract surgery, opera- 
tion appears still as a formidable ordeal to most patients ; 
and it is not surprising, therefore, that claims for the suc- 
cess of medical treatment of cataract have attracted 
widespread attention from time to time. 

It is true that in certain forms of acute cataract, in 
which the exciting condition can be identified and 
controlled, the early metabolic changes which ultimately 
result in opacification may be reversed and sight restored ; 
but this sort of cataract is uncommon, for it is seldom 
seen Outside the small group of true endocrine cataracts. 
Once the opacity has developed no medical treatment 
is yet known which will reverse the process of protein 
denaturation. The control of contributory conditions, 
such as endocrine disturbance, certain chronic skin 
diseases, and intoxication by organic or metallic poisons 
or by endogenous toxins, may retard the development 
of the cataracts with which these conditions are some- 
times associated ; but the development of the cataract 
is usually so long and uncertain that direct evidence of 
the effectiveness of medical treatment is often nebulous. 
Nevertheless, because of the protracted course of the 
disease, medical treatment is commonly sought and 
prescribed ; and because the optical changes during 
maturation may lead to temporary visual improvement, 
this treatment often appears to meet with some success, 

One form of medical treatment has now been investi- 
gated by the committee on ophthalmology of the National 
Research Council of America.! The treatment was 
based upon Rémer’s hypothesis that cataract is the 
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result of an elaboration within the body of specific 
toxins and that immunisation with lens-protein may 
produce lysins which absorb the cataract or retard its 
progress. In support of this treatment, Shropshire,? 
whose claims to scientific or medical qualifications were 
not substantiated by the committee, has lately revived 
a theory that he first propounded in 1937.34 Fish-lens 
protein, he claims, contains a hitherto unidentified 
amino-acid with the immunological properties necessary 
to cure cataract. In his view, formed on a doubtful 
deduction from the work of Hektoen,® this amino-acid 
is species-specific and therefore unlikely to provoke the 
serious reaction of endophthalmitis phako-anaphylactica 
which is known to result from autosensitisation to 
human lens protein. His claim seems to be based 
upon his biochemical analysis of fish-lens protein, which 
produced an unidentified sulphur-containing amino- 
acid; but according to the committee’s inquiries, his 
failure to identify it appears to have been due to the fact 
that his methods were not suitable for the detection of 
either cystine or methionine which, with cysteine, account 
for almost all the sulphur compounds of the lens. These 
theories attracted little attention in the medical circles 
to which Shropshire propounded them; and when 
he drew attention to them in 1952 in the lay press, he 
adduced further, if somewhat irrelevant, evidence, to 
support his theory of species specificity, from the differ- 
ences between the electrophoretic and ultracentrifugal 
patterns of mammalian and piscine Jens protein. He 
described, also, human trials and experiments with rats in 
which injections of the fish-lens extract had been followed 
by clearing of lens opacities. These experimental 
cataracts, the committee found, were induced by feeding 
the rats with galactose, and it is known that such 
opacities, in their early stages at least, may disappear 
spontaneously when the excess of galactose in the diet 
is withdrawn. Stimulated by this article in the lay press, 
a New York business man and his brother, a medical 
practitioner, arranged clinical trials and, encouraged by 
the early results of these, began to manufacture the 
extract on a commercial scale. 

A group of 11 patients, treated with the extract and 
selected by the advocates of the treatment, were 
examined by the committee. All the patients were 
enthusiastic about the benefits they had obtained. In 
most of them the subjective visual improvement had 
been in near vision, a not uncommon event in the nor- 
mally maturing cataract which produces an early increase 
in myopia; and, although the original estimate of 
visual acuity might be questioned since neither Shrop- 
shire nor his collaborators were ophthalmologists, 6 
patients, by this standard, showed poorer vision following 
treatment and the cataracts seemed to have progressed. 
In 2 other cases vision was unchanged, and in the 
remaining 3 there was slight improvement. In 2 of these 
3 the lenses were sufficiently clear for the detection of 
vitreous opacities, and the patients’ accounts of their 
visual changes indicated that the improvement had 
probably been due to these opacities moving away from 
the visual axis. With a single exception, therefore, 
there was no evidence that the normal course of the 
cataracts had been influenced by the treatment. In a 
further group of 9 unselected patients, treated by an 
ophthalmologist with extract supplied by Shropshire, 
no objective changes in the cataract could be detected 
in any patient. In 4 of them visual acuity seemed to be 
slightly improved, and in 2 it was worse. As the result of 
their investigation thus far, the committee has found 
nothing in the theoretical background orin the experimental 
or clinical results to recommend this form of treatment. 
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Moreover, 10 out of 12 bottles of the commercial 
extract were found to be contaminated by pathogenic 
organisms ; and examples of serious reactions, leading 
in one case to total blindness, in patients sensitised to 
their own lens proteins by injections of either beef or 
fish-lens protein, were put before the committee. 
Breinin ® describes 3 cases, previously treated with the 
extract, which illustrate these dangers, and he emphasises 
the fact that the sensitising effects of fish-lens extracts 
may mean that the cataract has to be extracted earlier 
and that the operation is more hazardous than usual. 
He thus supports the committee’s view that this treat- 
ment might seriously interfere with the surgical removal 
of the cataracts that it had failed to cure. 

In this country the claims for medical treatment of 
cataract are generally restrained, and this particularly 
dangerous and unproved method has not, so far, been 
given much credence by the public. But notices of 
Shropshire’s claims appeared in the lay press before they 
had been investigated by the medical profession, and the 
public is equally entitled to know of the findings of the 
American committee. 


THE EPILEPTIC CHILD 

WHEN Hippocrates 7? denied the sacredness of epilepsy 
his aim was to bring epilepsy into the general body of 
medicine, and to bring the epileptic back into the general 
body of the community. But epilepsy, like madness, 
evokes both fear and awe: primitive peoples regard the 
epileptic as a person set apart by possession of a demon 
or a god; and the wisdom of Hippocrates proved less 
potent than the old taboo. Apartheid for epileptics still 
has power today. 

Apartheid of any kind has two distinguishing marks— 
the isolation of the tainted group in special communities 
and the interdiction of marriage between tainted and 
untainted persons. Procreation by epileptics was brutally 
suppressed by the ancient Scots, and the milder Swedes 
have since 1757 ® forbidden marriage to persons with 
idiopathic epilepsy. Hitler made similar laws, and in 
England a tendency to recurrent attacks of epilepsy is a 
ground for divorce. Taboo rather than reason seems to 
have stimulated these laws, for the genetical pattern of 
epilepsy is, to this day, extremely nebulous. 

The doctor who has to do with epileptics soon discovers 
that ostracism is often responsible for character traits 
sometimes attributed to the disease. School teachers com- 
monly show a surprising eagerness to eliminate affected 
children from school, and even people with a medical 
training may show disproportionate emotion when 
trying to persuade a mother to send her epileptic child 
to a colony or home. 

Much useful work has been done of late years in an 
attempt to reintegrate the epileptic into the community, 
and England has a good record in this matter. Never- 
theless confusion remains, stemming from the tacit 
assumption that the term “ epileptic’? adequately 
defines a socially homogeneous group. This is not the 
case. For the purposes of upbringing, whether in school 
or at home, epileptic children fall into five broad groups : 
(1) those with normal intellectual, emotional, and 
physical development ; (2) those with mild mental retard- 
ation, the educationally subnormal group; (3) the 
ineducable and the idiots; (4) the psychotics; and 
(5) those with an engrafted neurosis. Clearly our prime 
concern should be with the mental status of the children 
rather than with their fits. Henderson ® urges that the 
epileptic of normal mentality should lead a normal life 
both at home and at school. An objection often raised 
is that the sight of a child in a fit may upset other 





6. Breinin, G. M. J. Amer. med. Ass. 1953, 152, 707. 

7. Medical Works of Hippocrates. Chadwick and Mann’s translation. 
Cambridge; 1950, pp. 179-193. 

8. Ounsted, C. Proc. R. Soc. Med. 1952, 45, 865. 

9. Henderson, P. Brit. J. prev. soc. Med. 1953, 7, 9. 
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children ; but Henderson shows that this objection has 
little substance, since only 9% of 365 epileptic children 
attending school were found to have had attacks in class. 
It would, in any case, be more healthy to treat the 
occurrence of a fit in school as an opportunity to teach 
children the value of calmness in the face of a medical 
emergency—a lesson useful in many a situation where 
syntax and the three Rs do not avail. Similarly, educa- 
tionally subnormal epileptics should be educated with 
other educationally subnormal children. (In practice 
many of the inhabitants of epileptic colonies are placed 
there not because of their fits but because of their 
associated retardation.) 

The idiots and the psychotics present the major 
problem ; for their numbers are increasing as chemo- 
therapy and anticonvulsants prolong the lives of children 
with gross brain damage. The Sheffield branch of the 
Socialist Medical Association, in a useful little pamphlet 
entitled The Epileptic,’® suggest that institutional 
placement is the appropriate method of disposal. Is 
medical apartheid, then, perhaps necessary to this group ? 
The hyperkinetic psychotics raises the question at its 
most acute. These children, with their intense over- 
activity, their ceaseless flitting about the house, and their 
destructive outbursts, reduce their homes and_ their 
mothers’ nerves to tatters with remarkable speed. Their 
disposal, however, is.seldom easy. Only exceptional 
institutions can accept them, and such institutions are 
usually full. Even when a place is found, the parents 
will, more often than not, refuse to let their child go. 
Though these children are, to the detached observer, the 
least lovable of creatures, they nevertheless often evoke 
in their parents a passion of self-sacrificing devotion that 
overrides both the normal fulfilments of family life and 
the tidy plans of those who proffer help. Schemes which 
work with and through the devotion of the parents are 
under trial already, and seem likely to prove both better 
and cheaper than residential care. There will, however, 
no doubt remain for many years a group of epileptic 
children who must be placed in institutions, and it is 
our duty to see that such places are centres of lively 
research and treatment rather than dumping-grounds. 
For thus we may hope to clear away some of that sense 
of fear and hopelessness which still accompanies the 
diagnosis of epilepsy. 

The parents of epileptic children are often difficult and 
suspicious people, prone to seeking the second, third, 
fourth, and even the quack opinion. Their unreadiness 
to trust anyone was illustrated long ago when the father 
of an epileptic child said with tears: ‘‘ Lord, I believe ; 
help thou mine unbelief.”” We were warned, on the same 
occasion, to expect no easy solutions.™ 


THE COST OF DISEASE 
THE 56th annual report of the King Edward’s Hospital 
Fund for London says: 


“In its consideration of the wider aspects of Hospital 
accounting and statistics, the King’s Fund reviewed the 
possibilities of ‘ specialty ’ costing in conjunction with depart- 
mental accounting and the use of medical and other records 
as the basic data upon which to calculate costs for the treat- 
ment of each main type of illness, disease, or operative treat- 
ment. At the present time no statistics are available showing 
the cost to the country of treating cancer, rhoumatism, 
tuberculosis, diabetes, etc. It is felt that if the cost of the 
hospital service can be ‘ broken down’ to show information 
of this kind it will be of greater national value than informa- 
tion on the amount of expenditure on salaries and wages, pro- 
visions, light, water, ete. The King’s Fund has carried out 
experiments on these lines and interesting results have been 
obtained. These are as yet by no means conclusive, but 
they are of more than passing interest in that they indicate 
a constructive approach to the subject of hospital accounting 
in relation to the nation’s social needs.” 





10. Obtainable from Dr. G. H. Foggitt, Church House, 754, Attercliffe 
Road, Sheffield, 9. 1953. 6d. (plus postage). 
11. New Testament, Authorised Version. St. Mark, 9, 16-29. 
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These remarks remind us of our ignorance, and we may 
reflect that the information which is at present lacking 
can only be obtained after the adoption of some form of 
cost-accounting by hospitals. We are, therefore, still 
a long way from the point at which we can construct 
a map of the distribution of the diseases in our land, and 
of the burdens which each one throws on our shoulders. 
It would clearly be extremely useful to know how cancer, 
rheumatism, tuberculosis, diabetes, and so on compare 
with each other in their cost to the community, and to 
know the size of the total bill in each disease. And 
this is only part of a larger question—the plotting of 
the incidence, the cost, and the effects of those diseases 
which bulk so largely in any general practitioner’s 
work. 

We have for long kept a close track on infectious 
diseases ; and more details of this kind could usefully 
be gathered for other diseases, perhaps in selected parts 
of the country as a first step. Only thus can we paint 
a reasonably accurate picture and apportion our limited 
resources in a rational way. But this is looking far ahead, 
and we hope that the preliminary work of establishing 
departmental cost-accounting (on a rational and flexible 
scale) in our hospitals will not be long delayed. This 
change would also help to bring administrator and 
clinician into closer contact—a valuable result in itself. 
As the King’s Fund points out, it is time we began to 
find out more of what is really going on around us. 


ANTIBIOTICS IN ANIMAL FOOD 

NExtT month regulations made under the Therapeutic 
Substances (Prevention of Misuse) Act come into effect 
which will enable penicillin and aureomycin to be fed 
to pigs and table poultry for quick fattening... The 
decision to allow antibiotics to be used in animal feeding 
is backed by a great deal of published evidence—most 
of it from the U.S.A.—which supports the view that they 
accelerate the normal gain in weight and add to the 
efficiency of food conversion, without in any way interfer- 
ing with the suitability of the flesh for human food. 
Before the regulations were made, however, the matter 
was thoroughly examined on British farms in a compre- 
hensive and well-planned series of pig-feeding trials 
organised by the Agricultural Research Council.? Six 
centres codéperated in the experiments, in which two 
types of diet were used. One contained animal protein 
(white-fish meal) as well as vegetable protein, and was 
typical of the diets commonly used for fattening pigs 
in this country ; the other contained vegetable protein 
only. Aureomycin was given as ‘Aurofac 2A,’ a pro- 
prietary preparation containing aureomycin and some 
vitamin B,,; penicillin was given as pure procaine 
penicillin incorporated in a suitable diluent. In most 
of the experiments vitamin B,, was added to the anti 
biotic supplements. The amount of procaine penicillin 
in the food was usually either 15 or 43 g. per ton and of 
pure aureomycin approximately 9, 15, or 28 g. per ton. 
These amounts may have been unnecessarily large and 
further experiments to test this question are now in 
progress. The experimental diets were given from within 
a few weeks of weaning until the animals reached bacon 
weight ; and experiments are also in hand to discover 
whether it is economically desirable to withdraw the 
antibiotic at any partic ular age or weight. 

The results, which rest on a statistical analysis of the 
data from 512 fattening pigs, showed clearly that both 
penicillin and aureomycin increased the growth-rate 
and improved the efficiency of food utilisation. With 
the animal-protein diet the penic iin supplement 
increased the mean live-weight gain from the control 








Therapeutic Substances (Supply of Antibiotics for Agric ulturel 
Purposes) tegulations, 1953 8.1. 1953, og 1174. H.M. 
Stationery Office. 2d. , 1051; Ibid, 
July 18, 1953, p. 144. 

Antibiotics in Pig Food. 
Series no. 13. 


See also Lancet, 1953, 
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Agricultural Research Council Report 
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rate of 1-17 to 1-29 lb. a day—an increase of 10-3%. 
Aureomycin gave an increase of 9-4%. Both anti- 
biotics had a still greater effect with the vegetable- 
protein diet, the penicillin increasing the growth-rate 
by 12-4% and the aureomycin by 16-2%. The efficiency 
of food utilisation was also improved by both anti- 
biotics, the increases ranging from 4-9% to 8-2%. Trials 
with suckling pigs, in which the antibiotics were incor- 
porated in the creep feed, were inconclusive ; but the 
figures suggested that some improvement in the weight 
at weaning might have been produced by the antibiotics. 

The use of antibiotics may therefore be expected to 
yield some economic gains to farmers, especially to those 
handling enough animals to benefit fully from the 
increased rate at which they will be able to clear their 
fattening pens; and all farmers will gain something 
from increased efficiency of food conversion. Scientifically 
it remains more a matter of speculation than of proof 
how these effects are produced. There have been many 
suggestions: that they act as growth factors ; that they 
alter the intestinal flora and their balance of vitamins 
produced and required ; that they increase vascularity 
of the intestinal mucosa and so stimulate absorption 
of nutrients; and that they may somehow act like 
growth-promoting hormones. 


KNIGHT OF THE RED CROSS 


Tue first full biography! of Henry Dunant, the 
founder of the Red Cross, is a fine piece of work. Born 
in Geneva, Dunant became interested in religion at 
an early age. As a business man he was notably unsuc- 
cessful, and it was while he was pursuing Napoleon III 
in connection with his difficulties that he witnessed the 
appalling carnage of the Battle of Solferino. This 
experience, at the age of 31, was the turning-point in 
his life. He conceived an international organisation 
for the care of the wounded on the battlefield and for 
the protection of prisoners-of-war. He published his 
experiences in Souvenir de Solferino and sent copies to 
all the monarchs of Europe. He spared them no details. 
‘The men whom the generals lead into battle, if they 
fall wounded, are abandoned to die of filth, gangrene, 
and tetanus because, in the organisation for going into 
battle so little care is given to the men who fall in those 
gallant actions.’”’ The conscience of the monarchs was 
stirred. Representatives met and the first Geneva 
Convention was signed. It is sad to record that Florence 

Nightingale did not support the project and that the 
British “Army delegate had no authority to sign—and 
nothing with which to seal—the document. But one of 
its sponsors persuaded him to take a chance, and cutting 
off a button from the delegate’s tunic said ‘‘ There your 
Excellency, you have the arms of Her Majesty.’’ The seal 
to the British signature was thus made with a British 
Army uniform button. 

Despite the signing of the convention, progress was 
slow and at times disheartening. In the tragic days of 
the Paris Commune in 1870 the ‘‘ laws of war’’ were 
forgotten in the bitter fight between Frenchman and 
Frenchman, though Dunant himself was living in the 
city and in frequent contact with the rival leaders. 
But time has shown the value of his work. He was 
awarded a Nobel Prize, and he will receive further 


honour and recoghition through this well-written, 
impressive, and at times exciting book, in which he 


appears as a man of courage, vision, and impetuous 
drive, who is all the more human for being also a man 
of many weaknesses. 
Mr. J. W. STRUTHERS, consulting surgeon to the Edin 
burgh Royal Infirmary, died on Aug. 15 at the age of 79 
Dr. H. SEAWARD MORLEY has been elected master of 
the Society of Apothecaries of London. 


1. Man Born to Live. 
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THE CAUSATION OF TROPICAL SPRUE 
A HYPOTHESIS 


Sir Poitre Manson- Baur 
C.M.G., D.S.O., M.A., M.D. Camb., F.R.C.P. 
CONSULTING PHYSICIAN TO THE HOSPITAL 
DISEASES, LONDON 


FOR TROPICAL 

THE true etiology of tropical sprue remains one of the 
outstanding conundrums in tropical medicine. There are 
80 many apparent contradictions in its make-up; so 
many secondary effects, such as vitamin deficiencies ; 
so many other factors involved that the investigator 
finds himself baffled at every turn. My reasons for 
setting forth my considered views are that I have been 
interested in this subject for forty years and that several 
findings which emerged from my researches on sprue in 
Ceylon before the first world war! now appear to be 
finding confirmation. This then affords a pretext for 
referring to them at the present time. 


DIFFERENTIATION 


One of the main obstacles to the proper 
of this disease has, I suggest, been the association of 
those closely linked entities—tropical sprue, cceliac 
disease, and idiopathic steatorrhea—forming together 
what is known as the ‘“‘ sprue syndrome.’’ These three 
clinical states, possessing several clinical features in 
common, can now be separated on biochemical grounds 
as shown by the exact work of Frazer and his colleagues : 
we must look on them as diseases which are outwardly 
similar but inwardly dissimilar—a state of affairs with 
parallels elsewhere in medicine. Let us then enumerate 
the main features of tropical sprue and, by linking them 
together, try to detect a common. basis. 


understanding 


EPIDEMIOLOGY 


Tropical sprue occurs in its typical form in limited 
geographical areas * (see map). It does not occur in all 
races, nor is it uniformly distributed throughout the 
tropics, being absent from Central and South Africa. 
The countries from which it has been reported are : 

Asia,—India, Ceylon, Burma, Siam, Malaya, Cochin-China, 
South China, Japan, Indonesia, Borneo, and the Philippines. 

Australasia.—Queensland, Northern Territories of Australia, 
and Fiji. 

Middle East and Mediterranean.—S.E. Russia and Turke- 
stan, Palestine, Iraq, Arabia, Egypt, Malta, and South Italy 
(1 case). 

America and Caribbean.—Southern United 
States, Puerto Rico, Haiti and other West 
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On the other hand, as I showed in Ceylon, groups of 
cases tend to crop up in one area, sometimes confined 
to one building, as in the so-called ‘“‘ sprue houses.’ 
Husband and wife or several members of the same 
family may be afflicted at the same time and in the same 
way; and under favourable conditions of heat and 
humidity the disease may break out in epidemic form 
with a seasonal incidence, reaching a peak in the months 
of June and July, as in 1943 and 1944 amongst British 
troops in India and Burma 4 ® when over 1000 cases were 
evacuated. 

Although sprue, as seen in former days in its endemic 
areas, was a disease of long residence, as emphasised by 
Manson in his initial description, yet it may commence 
within three months of arrival in the tropics, and an 
interval as short as three weeks has been recorded. It 
is therefore permissible to speak, as in other infectious 
diseases, of an “‘ incubation period ’’—that period which 
is necessary for the hypothetical wtiological agent to 
spread throughout the body before producing any 
recognisable clinical manifestations. 

But there is one puzzling occurrence which is difficult 
to explain away; and that is the condition which, for 
want of a better word, can be described as latency. It is 
a ,well-ascertained fact ® that tropical sprue may arise 
in Europeans many years—even as long as twenty or 
thirty years—after their return from the tropics to a 
temperate climate, such as England, where they have 
since lived under favourable dietetic and housing 
conditions. Another odd feature is the liability to relapse, 
with typical signs and symptoms, many years after 
remissions which have lasted so long that the patient 
has considered himself cured. These are facts which 
deserve serious consideration in trying to assess the 
nature of the disease. 


> 


INITIAL MANIFESTATIONS 


Typical tropical sprue has manifestations which are 
quite distinctive. There are, for instance, the vesicular 
aphthe, the aphthous stomatitis which originally sug- 
gested the term sprue (or spruw) to van der Burg,’ 
Manson,® and others who first described it, and the 
characteristic lesions on the tongue—the selection of the 
fungiform papilla which leads to the spread of this 


4. Leishman, A. W. D. Lancet, 1945, ii, 813. 

- Keele, K. D., Bound, J. P. Brit. med. J. 1946, i, 77. 

- Manson-Bahr, P. H. Dysenteric Disorders. 

7. van der Burg, C. L. Indische Spruw 
Batavia, 1880. 

8. Manson, P. Notes on Sprue. 
19th issue. 1880. 
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Indian Islands, Mexico, Costa Rica, Panama, 
North Brazil, and Dutch and British Guianas. 
A disease which maintains such a peculiar 
geographical distribution must have some 
peculiar cause. 

Tropical sprue affects chiefly adult males 
of Caucasian race and adult females to a 
lesser degree; but children under 11 
never. The fact that in celiac disease 
remissions are readily obtainable by with- 
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essential process throughout the whole intestinal tract. 
The reason why the pathology of this process remains 
undescribed is that cases of tropical sprue in its initial 
stages never come to necropsy. The final pathological 
appearances so often seen post mortem in the old days 
were not those of sprue as such but of the chronic starva- 
tion it ended by causing.® The small and evanescent 
lesions seen early in the disease are fleeting in character, 
and, invading the villi of the small intestine, may produce 
the urgent diarrh@a so characteristic of the disease. All 
the evidence points to the lower ileum as the region of the 
intestine initially invaded.’ 

I have already suggested ® that these various features 
may be dovetailed by postulating a virus with an affinity 
for the alimentary tract. Such a virus, of comparatively 
low virulence, could (like the virus of herpes or psitta- 
cosis) lie dormant for many years in the tissues of the 
body, only to be aroused to activity from time to time 
by a concatenation of favourable circumstances. This 
virus, it is assumed, may be widespread among the 
population of endemic areas, affecting them in a modified 
degree. This would explain why, wherever this disease 
occurs, it takes its most acute form in the newly arrived 
European immigrant, whilst the aboriginal inhabitants 
develop the disease in a subacute or masked form. In 
India, Ceylon, and the Caribbean, indigenous sprue 
exists in a hardly recognisable state and is seldom if ever 
fatal *: the inhabitants seem to have acquired, through 
passage of time, a tolerance of, or an immunity against, 
the infection. Regarded as a virus disease, tropical 
sprue thus falls into line with others which are better 
understood. 

I revert therefore to the stand I took in my Ceylon 
work—that the «xtiological agent of tropical sprue may 
be contained in the vesicular fluid of the buccal and 
lingual aphthz which are present at some time or another 
in the initial stages of most cases of the disease, but are 
absent in other members of the so-called ‘“* sprue 
syndrome.” 

SECONDARY FEATURES 

Other features of tropical sprue can best be explained 
by the virus hypothesis. The diarrhoea and steatorrhea, 
with the passage of offensive, bulky, pale stools, are surely 
indications of interference with absorption in the small 
intestine and of invasion of the bowel by strange bacteria. 
That the lower part of the ileum is involved is shown by 
the fact that sprue diarrhea can be reproduced by 
ulceration, or malignant disease, or even surgical resec- 
tion " of that part of the alimentary canal. Interference 
with the normal functions of the small intestine reduces 
the absorption of glucose and fat and increases the 
secretion of mucus. It is this latter factor which, as 
Frazer has shown, accounts for the abnormal “‘ deficiency 
pattern ’’ seen on radiography of the sprue bowel. It 
can be ascribed to hypochlorhydria, which increases the 
secretion of mucus and thereby provides a medium for the 
growth of bacteria. 

The megaloblastic anemia of sprue! also may be 
regarded as a secondary feature, for it does not differ 
essentially from that of nutritional anemia. It depends 
on the same factors and may likewise be attributed to 
intestinal dysfunction. Many other features of tropical 
sprue may, I believe, be accounted for by vitamin defici- 
encies, and these in turn can be referred to alterations 
in the intestinal flora.45 14 It is well known that bacterial 
invasion of the small intestine may interfere with, or 
even prevent, the synthesis and absorption of vitamins. 
Recent investigations by biologists on the production of 





9. Manson-Bahr, P. H. Int. Congr. trop. Med. Washington, 
1948; p. 1241. 

10. Manson-Bahr, P. H. Trop. Dis. Bull, 1941, 38, 123. 

11. Markoff, W. Schweiz. med. Wschr. 1940, 20, 1137. 

12. Cowan, 'G. A. B. Trans. R. Soc. trop. Med, 1948, 41, 525, 

13. Cuthbertson, W. F. J. J. Sci. Food Agric. 1952, 2, 49. 

14, Cuthbertson, W. F. J. Brit. J. Nutr. 1952, 6, 330. 
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folic-acid antagonists under these circumstances certainly 
indicate a method by which this substance acts in the 
treatment of sprue. 

The idea that items of diet may be a primary cause 
of tropical sprue seems to have been finally disproved. 
My own opposition to this idea has been maintained, 
mainly on the grounds that the disease afflicts the best- 
nourished people, and that it can arise in England in 
patients living under the best conditions. Certainly the 
experiences of the armies in Burma and India during the 
late war afforded no support to the dietetic theory, for 
sprue was as common among troops on full rations as 
it was in the jungle Chindits on a bare subsistence. 

Particular interest has centred round the question of 
rancidity of fats*; for rancid fats have been shown to 
sause diarrhoea, increased mucus secretion, and other 
toxic effects. It is claimed that the geographical 
distribution of tropical sprue coincides with areas where 
unsaturated fats are extensively used, the disease being 
rare in those countries where the common food fats are 
palm or coconut oils. But here again there is no evidence 
that the Europeans who develop sprue are in the habit 
of living on a diet which contains abnormal proportions 
of unsaturated fats. 


LESSONS FROM THE USE OF ANTIBIOTICS 

Briefly, then, the virus hypothesis envisages a primary 
damage to the intestinal mucosa leading to absorption 
deficiencies, imbalance of the intestinal bacterial flora, 
and consequently vitamin deficiencies due to lack of 
synthesis. Let us therefore examine these postulates 
more closely in the light of recent experiences in another 
quarter. 

One surprising outcome of intensive and long-continued 
treatment with antibiotics has been the production of 
diarrh@a, even of steatorrhoa, resembling that of sprue. 
The antibiotics having this effect are aureomycin, chlor- 
amphenicol, and oxytetracyeline (terramycin) which 
affect a wide range of bacteria, and the diarrhwa is 
ascribed to disturbance of the balance of the intestinal 
flora especially in the small intestine. As the seat of 
the diarrhoea is the small bowel it is even suggested that 
the controlling factor is not the specific agent but rather the 
range of bacterial destruction. The presence of fat in the 
stools and the tendency of the diarrhoea to be aggravated 
by fat ingestion are features commonly encountered in 
steatorrhaa and dysfunction of the small bowel. There 
is therefore a close parallel between these cases and those 
of tropical sprue. A further resemblance between these 
antibiotic diarrhceas and tropical sprue is that both 
respond to vitamin B, and liver therapy.'® Also, smooth 
tongues resembling those of chronic sprue have also 
been seen after oxytetracycline therapy. 

Another unexpected development has been the 
encouragement of growth of the thrush fungus (Candida 
(Monilia) albicans) in patients treated with antibiotics. 
Severe and fatal cases of moniliasis of the intestinal 
tract have been described,!® }® whilst pulmonary !7 and 
renal 1* moniliasis are recorded after intensive treatment 
with aureomycin or chloramphenicol. 

In intestinal moniliasis there is extensive dissemination of 
existing fungus disease. 25 cases have been reported in which 
this fungus infection appeared to be the direct sequel of 
antibiotic therapy. In 3 cases antibiotics provoked an 
apparent moniliasis of the intestine, although the disease for 
which it was given did not affect the alimentary system. The 
explanation for the monilial overgrowth is that the destruction 
of competing bacteria by antibiotics enables the fungus to 
multiply unhindered. Possibly the depression of the patients’ 
resistance tv fungus invasion, either through relative vitamin 
deficiency or destruction of the bacterial sources of essential 
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vitamins, is also a factor to be considered. Generalised 
moniliasis in antibiotic therapy has become so widespread in 
the United States that the Council of Pharmacy and Chemistry 
of the Americal Medical Association hav: 
statement on this danger. 


I am encouraged to draw the comparison still closer 
by again recalling my observations on sprue in Ceylon ! 
which have had little notice in the past forty years. 
In long-standing cases of sprue coming to necropsy the 
main findings were those of atrophy with oversecretion 
of mucus throughout the intestinal tract and the intensive 
overgrowth of Candida albicans throughout the mucous 
lining. In some instances mycelial elements could be 
demonstrated within the epithelium of the tongue and 
esophagus, and they were found in numbers in the 
mucus throughout the intestinal tract. After a con- 
siderable amount of work on the morphology and cultural 
characters of the fungus isolated from sprue necropsies 
and sprue feces, and comparison with those obtained 
from other forms of chronic diarrhoea, I concluded that 
the condition was a terminal monilial infection. No 
special species of candida could be distinguished as 
peculiar to sprue. 

It was necessary to devote considerable attention to this 
point because Kohlbrugge !* in 1901 had observed yeast cells 
in the stools of sprue patients and I had confirmed this finding. 
Subsequently a number of papers on this subject emanated 
from Puerto Rico where Ashford 2°*! isolated a fungus 
(Monilia psilosis) which he claimed to be the cause of sprue ; 


but it now appears that he, too, was dealing with a secondary 
invasion. 


issued a warning 


These scattered observations suggest that intestinal 
dysfunction in tropical sprue is directly attributable to 
change in the bacterial flora. As in patients treated with 
oxytetracycline this change leads to a secondary invasion 
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by Candida albicans and eventually to a fatal result, 
The overgrowth of these yeast fungi may perhaps be 
regarded as an index of the degree of bacterial dis- 
turbance which has taken place in the small intestine, 
and in this respect clinical resemblance between chronic 
tropical sprue and the diarrhceas following treatment with 
oxytetracycline may be more than accidental. 


SUMMARY 

Tropical sprue is an important disease which remains 
a mystery. 

Recent work has to some extent cleared up the origins 
of celiac disease and idiopathic steatorrhaa, which have 
been confused with tropical sprue because they closely 
resemble it. This work has shown that in coeliac disease 
in children the gluten of wheat is chiefly responsible for 
the illness. 

It is suggested that tropical sprue has a quite different 
origin: though outwardly similar, it is fundamentally 
dissimilar. It has a distinct and peculiar geographical 
distribution, being entirely absent from some tropical 
countries (notably Central and South Africa) ; it has an 
incubation period ; and may occur in several individuals 
closely associated (e.g., in members of the same family) 
or even in small epidemics. This suggests infection, 
perhaps by a virus. 

It is suggested that such a virus exists in the tongue 
and mouth lesions and thence spreads to the intestinal 
tract, affecting especially the ileum. The subsequent 
phenomena of tropical sprue can be explained by changes 
in the intestinal flora and interference with the absorption 
of vitamins leading to the typical megaloblastic anemia. 

The existence of a virus attacking the alimentary tract 
is the only hypothesis which will explain all the apparently 


contradictory characteristics of this disease and the 
extraordinary periods of latency which it sometimes 
exhibits. 





‘Personal Papers: 
HYPERTENSION RELIEVED 


I SHALL use the Latin order. I am aged 50, married, 
one child, and I practise medicine in Rotorua, New 
Zealand. Blood-pressure in 1940, taken once for life- 
assurance purposes and once for war service, was within 

‘normal’’ limits—approximately 125/85. Just over 
three years ago, I was known to be a malignant hyper- 
tensive, whose outlook for future existence was nearly 
nil. B.P. 240/140; total non-protein nitrogen 48 mg. 
per 100 ml. ; urea-concentration 2-5°% ; bilateral papill- 
edema, with cdema along retinal vessels and multiple 
retinal hemorrhages. The electrocardiogram showed the 
changes of advanced hypertension. Headache was very 
severe. Fortunately, in February, 1950, I came under 
Professor Smirk’s care in Dunedin Hospital. He explained 
to me that he had used pentamethonium and hexa- 
methonium for only a few months, and he could not say 
whether they would be successful in my case or not. 
Dr. Peter Restall was also very helpful. I declined a 
salt-diminished diet because, although I knew of its 
efficacy in some cases, I doubted whether life was worth 
living without salt. (Having existed as a prisoner-of-war 
in Germany, at times under almost Belsen conditions, 
one knows what being deprived of various things really 
means.) 

* * * 

My initial doses of hexamethonium bromide, 15 mg. 
intravenously, gave good falls of blood-pressure. Early 
on, before I got used to comparatively normal levels, I 
would feel unsteady when standing at a level of 160 
systolic. (I am now used to “ normal ’’ blood-pressures 
and can stand comfortably with a pressure of 115/85.) 
Toleration to the drug developed, and within a few weeks 


the effective dose rose to 150 mg. subcutaneously thrice 
daily. Headaches had disappeared, retinal haemorrhages 
had gone, but papilledema was still evident, though less. 
As progress seemed to be lagging, we discussed and 
finally took the step (rarely required) of increasing the 
number of injections per 24 hours to five—each of 
300 mg. This was shortly afterwards reduced again to 
three injections of 300 mg. of hexamethonium per 24 
hours. 

Three months later, I left Dunedin Hospital, but for a 
further three months I continued as Professor Smirk’s 
outpatient. Several observers now agreed that the 
papilledema and retinal hemorrhages had cleared. 
While in hospital, I slept propped up in a cardiac bed 
with the back-rest inclined at 45°. Later, when I left 
hospital, I lay flat in bed with the usual number of 
pillows but had the head of the bed lifted on large wooden 
blocks 16 inches high. The idea has been throughout to 
maintain the blood-pressure as near to normal as could 
be managed for as much as possible of the 24-hour day 
(Restall and Smirk 1950). This has been done in my 
case, and maintained scrupulously by me, and I am 
convinced that it is very important. 

During three months’ holiday, I gradually adapted my 
dose to what I thought I could work on. I found by 
experiment that I could maintain blood-pressure control 
by 300 mg. of hexamethonium subcutaneously about an 
hour after breakfast plus at the same time 14 tablets, of 
250 mg. each, of hexamethonium orally taken in the 
minimum amount of water for easy swallowing. On this 
unorthodox régime I have worked steadily since. 

No doubt its success in my own and some other cases 
I have treated is due to the stomach emptying slowly, 
under the influence of the initial injection, and to the 
fact that the tablets are taken after food. It would, of 


course, be highly dangerous to attain doses such as these 
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except by gradual increase, and their action would be 
excessive if an adequate breakfast were omitted. 

About eighteen months ago I had an attack of 
‘* influenza ’’ (temperature of 103°F) which kept me in 
bed for three days. I then returned to work but the 
blood-pressure did not rise again until a fortnight later. 
Throughout this time, no methonium was required. 

A comparison of the properties of several methonium 
compounds led to the selection of M. & B. 2050 as a 
hypotensive agent (Smirk 1953). Eight months ago, by 
the courtesy of Messrs. May & Baker, I was able to put 
myself on M. & B. 2050. On this, I have required one- 
thirtieth of the subcutaneous dose that I did on hexa- 
methonium to get an adequate effect when standing. 
The dose for me is 10 mg. subcutaneously an hour after 
breakfast, and 20 mg. subcutaneously an hour before 
going to bed. On this régime, the evening injection is 
still acting when I get up. I never awake with a headache 
and I feel much fitter. I am working, and in leisure 
hours I fish trout and shoot, within reason. I have inter- 
mittently fished Lake Rotorua for trout for about thirty- 
five years. I prefer wading at the mouths of streams. 
I know most of these, and when going fishing I take a 
slightly larger dose of the ganglion-blocking substance 
and then control my blood-pressure by walking into the 
water to a suitable depth. The pressure is lower than 
usual when I walk into the lake’and I put it up to a 
‘comfortable’? pressure by walking in deeply enough 
to counteract any excessive action of the drug. 

I am, and have been for some time, comfortable at 
any pressure between 180/120 and 115/85. At first, I 
was uncomfortable at the lower pressure but I have 
become adapted to it. 

I have remained free from papilledema, exudates, or 
hemorrhages ; my electrocardiogram is now practically 
normal ; and two days ago my total non-protein nitrogen 
was 39 mg. 

* * * 

In my own practice over fifty cases of hypertension 
have now been treated with these compounds. Labile 
types have been rigidly excluded, and so have cases 
obviously dying of old age, or with very bad kidney 
function (raised non-protein nitrogen); but all others 
have been taken as they came. Age in itself has not been 
regarded as a contra-indication. The patients have been 
treated individually in private rooms at a_ private 
hospital for the first three weeks at least, and have been 


kept ambulant throughout, unless this was contra- 
indicated (e.g., by impending heart-failure). I have 


never had a patient on a salt-free diet, for I think that in 
most cases the ganglion-blocking substance may give 
adequate relief without this. 

When they leave the hospital all patients are warned 
that their dose will probably have to be raised soon after 
returning to ‘“‘ normal’’ life. Sometimes, however, the 
reverse happens. Two patients I have been able to put 
on quarter dosage and two have ceased to need ganglion- 
blocking substances within a short time of returning 
home. Control is most rapidly and easily brought 
about by subcutaneous injection. Then it is easily 
re-established with suitable dosage by mouth. 

Until the best dose of hexamethonium is arrived at, 
each patient should be treated as being entirely different 
from any other patient. Most of them prefer a minimum 
of injections, and most of them respond to oral dosage, 
if persisted with. Those who have had one or more 
strokes should not be excluded from treatment, but 
more than usual care should be taken not to produce 
hypotension. In several such cases there have been 
slurring of speech and weakness in affected limbs when 
the patient was hypotensive, and these have disappeared 
when the blood-pressure was raised to ‘“ normal’’ or 
slightly above. I have so far treated eight cases with 
previous strokes. 
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Elderly patients are relatively sensitive to ganglion- 
blocking substances, and they seem to be more susceptible 
to oral medication. Three hypertensives over 70 years 
of age have survived, and are happy and active, after 
more than two years’ methonium treatment. 

In my experience, good results can sometimes be 
obtained, even in unpromising patients, if suitable 
conditions are insisted on, both during and after the 
primary period of finding the appropriate dose. The 
proportion of ‘‘ failed ’’ cases with methonium treatment 
should be much less than is generally accepted. 


OwEN 8S. HETHERINGTON 
M.B.E. (Mil.), M.B. 
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Points of View 


THE USE AND ABUSE OF TOBACCO 
I. F. Beck 
A.M.I.A, 


THE most important items in the social pharmacope@ia 
of today are the stimulants tea and coffee, the depressant 
alcohol, and the mild analgesic tobacco. These are 
prescribed and dispensed on a vast scale by people 
who have no knowledge of their pharmacological action ; 
and dosage is decided empirically in a way which might 
have more serious results were it not that man’s body 
is in some ways wiser and more experienced than his 
mind. All these socially prescribed drugs have pleasant 
and apparently beneficial effects in suitable doses ; 
all of them can have harmful effects when wrongly used. 

The body gives its own advice by means of a spon- 
taneous reaction of pleasure or distaste, and this, unless 
it has been dulled or wrongly conditioned, can be a 
useful and sometimes a sensitive guide. Until strong 
pressure has been put on them to feel otherwise, most 
people dislike the sensation of drinking, for example, 
too much strong coffee or too much gin or brandy ; 
if not, they will at least suffer sufficiently from the after- 
effects to be careful another time. Those who have 
become accustomed to these drinks will tolerate them 
more easily, but unless they have become hardened 
by habitual excess, their bodies will still tend to reject 
an overdose. On the other hand, when there is strong 
social and psychological pressure to rely on it too much, 
the use even of tea can lead to something which is not 
unlike a mild addiction. 





The Pleasant Uses of Tobacco 

Those who derive the greatest positive pleasure and 
benefit from tobacco are temperate smokers who do not 
suffer, during periods of non-smoking, from the specific 
craving which is a hallmark of addiction. Although 
many smokers may question this statement, most of 
them would agree that this principle holds true for 
alcohol. 

When the smoking habit is first formed, a transition 
from mild distaste to mild pleasure at the physical 
sensation it produces is usual and presumably reflects 
a process of acclimatisation. It does not necessarily 
lead to anything which deserves the name of addiction. 
After this first stage of acclimatisation has been reached 
and smoking has become enjoyable, the pleasure derived. 
from an initial dose cannot be repeated indefinitely. 
Enjoyment is greatest with the first cigarette and soon 
falls steeply, turning to active distaste after a certain 
limit has been reached. A period of time must then 
elapse before the physical sensation of smoking becomes 
enjoyable again. Differences in the natural limit 


beyond which distaste replaces pleasure suggest that 
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physiological tolerance for smoking may vary according 
to constitution. My own provisional conclusion is 
that the mild effect of nicotine seldom causes genuine 
addiction unless prolonged overdosage, due to social 
and psychological pressure and a misunderstanding of 
the benefits which the drug confers, has artificially 
extended the natural limit. 

The only direct effect of smoking which I have noticed 
in myself, when I am not in a state of addiction to it, 
is a mild and transitory reduction in the intensity of 
consciousness. The effect on me of a stiff dose of alcohol 
is to produce immediate relaxation of intellectual effort, 
some narrowing of the field of mental vision, a blurring 
of detail in what remains of it, and a sense of simpler 
but no less warm emotional colouring. The effect of 
smoking is slightly to dim the colour and brightness of 
the whole mental field without narrowing it down, and 
without affecting the fineness of detail in it; my 
intellectual grip remains firm, but my emotional aware- 
ness and my consciousness of all physical stimuli are 
slightly dulled. 

These contrasting and to some extent complementary 
effects can be useful in the right context, and perhaps 
one of the most valid tests of a well-ordered society is 
whether it uses the drugs in its own lay medicine-chest 
as adjuncts to civilised life, or as panaceas for social 
disorders. The human body is an elegant and intricate 
mechanism, but it was not designed to be run con- 
tinuously at a regular speed and a constant degree of 
tension. It works most efficiently and most comfort- 
ably with phasic alternations of stimulus, activity, 
relaxation, and rest. The social use of drugs is most 
beneficial when it reinforces the natural phasic tendency 
of man’s physical apparatus ; while the same drugs may 
prove harmful when they are used to counteract the 
natural phases and to keep people at a dead level. 

The social use of drugs may be seen to work effectively 
in very different social and cultural strata. The wealthy 
epicure and the simple peasant have both found pleasure 
and refreshment in drinking wine with a solid meal, and 
following this with coffee and tobacco. In this context, 
alcohol helps to relax tension and preoccupation with outside 
affairs, and. it leaves the mind free to appreciate the simple 
direct pleasure of eating, with or without the added social 
pleasure of informal conversation. When hunger has been 
satisfied, caffeine helps in the transition back to full control 
at a higher mental level, and intellectual efficiency is improved 
now that the machine has been refuelled. At this stage, 
while the body still prefers to remain undisturbed so as to 
let digestion proceed more easily, nicotine damps down the 
emotional response to mental stimuli and postpones the 
impulse towards renewed physical activity. This makes 
possible a period of quietude in which difficult or exciting 
or painful topics may become matter for peaceful reflection 
or discussion, new ideas can be evolved, further activities 
planned, and decisions made. After this respite, the whole 
person should be ready to return to full and active contact 
with the pressing affairs of daily life. The slight physical 
effects of smoking quickly disappear, and emotional awareness 
is restored to normal intensity. 

Smoking after meals, and to a limited extent at other 
periods of relaxation after full activity, gives distinct 
pleasure to many people, and it has yet to be proved that 
it does them harm. This, and the occasional use of 
smoking to take the extreme edge off emotional aware- 
ness in rare moments of exceptional stress are, so far 
as I have been able to discover, the only uses of tobacco 
which are of positive value to the smoker. 


Addiction 


The danger of addiction begins as soon as a temperate 
smoker ignores the feeling of distaste which comes when 
he reaches saturation-point; and, When the dose is 
pushed up slowly and steadily, it is an easy and insidious 
process. The most important precipitating factors 
seem to be : 

Physical inactivity at times of mental stress. 
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External social pressure from heavy smokers. 
Use of smoking as a substitute satisfaction, or to dull the 
impact of reality. 
My own experience will serve to illustrate these factors. 


THREE STAGES 

When I started smoking as a university student for 
reasons of sociability I usually smoked 2-3 cigarettes a day, 
seldom as many as 5. I took a mild pleasure in it, but I 
do not remember feeling any discomfort when I did without it. 

Three years later, during. the uneasy period between the 
Munich crisis and the outbreak of war, I spent three months 
of isolacion and inactivity in a place whose only social 
amenity was a plentiful supply of cheap cigarettes. I took 
to smoking to help while away the tedium and to distract 
my mind. Smoking may have taken the edge off anxiety and 
mental distress ; but it appealed to me rather as a means of 
filling a vacuum, 

When I returned to normal social life, I found that smoking 
was no longer an occasional pleasure like alcohol—something 
to be enjoyed now and then for its own sake. I had a craving 
for tobacco if I was deprived of it, and my desire to smoke 
became more insistent at times of deprivation or stress. 

This might be called the first stage of tobacco addic- 
tion, and it is distinct from the original mild ‘ social 
infection ’”’ with the habit. It may be brought about in 
different ways, and the situation I have described is 
only one of them ; but during the war I should imagine 
that many people who would not normally have been 
heavy smokers became addicted to smoking for much 
the ‘same reasons. 

My first stage of pharmacological addiction was not strongly 
reinforced by psychological urges to smoke, and I succeeded 
by degrees in cutting down to a maintenance dose of about 
5 cigarettes a day. I then moved to other quarters, and my 
stable mate for the next year or so was a heavier smoker than 
I had ever been. Under external pressure, attempts to smoke 
less than I felt inclined broke down, and the exigencies of 
the smoking custom, which corresponds to ‘“ treating ” 
among drinkers, often induced me to smoke even when I 
felt disinclined. Before long my upper limit of tolerance had 
been pushed up, and I needed a maintenance dose of at least 
10 to 15 cigarettes a day to prevent discomfort. 1 regretted 
the habit, but I was busy and overtired at a difficult period 
in the war, arfd as I was having to do without many things I 
wanted I thought I might as well go on enjoying something 
I could still have and which gave me pleasure. 

This is the second and more serious stage of addiction, 
when a habit which has grown strong enough to be 
irksome has been reinforced by psychological urges which 
are more powerful than the original physical craving. 
The pleasure derived from appeasement of the craving 
is used as a substitute for more positive and healthy 
satisfactions which are not immediately available ; 
the desire to smoke is stronger than the pleasure of 
smoking and is not fully appeased by it, which is the 
surest sign that it has become a substitute satisfaction. 
Although I was elear-sighted about the condition, I 
put up with it because I believed that smoking might 
be better than nothing. This belief is shared not only 
by tobacco addicts but also by a number of doctors 
who are not necessarily heavy smokers themselves. 
It has taken a great deal of self-experiment to convince 
me that it is untrue. 

After 1 had been addicted to smoking for five or six years, 
a period of stress which made me want to smoke more heavily 
came at a time when cigarettes were scarce. It brought home 
to me with a sudden sense of panic that smoking had become 
an essential, and no longer a luxury. My reaction was 
instantaneous. A troublesome habit might be worth putting 
up with, but enslavement I would not have. If I couldn’t do 
without smoking, the time had come when I had got to do 
without it. 

I was on the threshold of the last and most serious 
stage of tobacco addiction, and it was more by luck 
than good management that I escaped going over the 
edge. If my temperament and constitution had been 


such that I reacted differently at that point, I would 
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probably never have been able to break the habit by 
myself. 

Many smokers like to think that they could stop 
smoking, but secretly suspect that they might find 
themselves unable to do so. As a result, they put up 
strong defences, and may become inaccessible to all 
arguments against smoking. At the same time they 
tend often to feel ashamed of the habit, and to be 
uncomfortable in the company of non-smokers; they 
therefore exert pressure on others to smoke with them, 
and so become a focus for the spread of addiction. This 
picture is commonest among members of the professional 
classes, where a high standard of self-discipline and 
responsibility is a socially acceptable ideal. Among 
weekly wage-earners, many of whom are inclined to 
regard self-denial as socially suspect, it is commoner to 
find smokers who take it for granted, without shame 
or reservation, that tobacco is one of the necessities 
of life. In that climate of thought, smokers who have 
become strongly addicted accept it fatalistically as a 
fact that they cannot do without smoking, and they 
may well come to give tobacco priority over food, 
clothing, and all other items in the weekly budget. 
Any society or social group in which a large number of 
people suffer from this degree of addiction is faced with 
grave social and economic problems, whatever the 
effect on the physical health of the smokers. 


PHYSICAL AND PSYCHOLOGICAL EFFECTS 


The immediate noticeable effect of addiction is that 
the smoker requires a constant minimum maintenance 
dose to prevent discomfort. What commonly escapes 
notice is that the addict can only obtain the small 
positive benefit derived from nicotine by smoking in 
excess of his maintenance dose. As tolerance to the 
drug develops, a smoker may have to increase his daily 
consumption from 10 to 20, 30, or more cigarettes, 
or the equivalent in other forms of smoking, if any 
analgesic effect is to be obtained. 

The slight dulling and dimming effect of tobacco- 
smoking is within the normal range of fluctuation of 
consciousness. When it is used to reinforce a natural 
trough of low intensity, or to flatten a peak of unusually 
and uncomfortably intensified feeling, the body accepts 
it easily and perhaps gratefully. Since the effect of 
amoking quickly wears off, a normal state of feeling is 
soon restored. The person who accepts, or better still 
welcomes, this return to normal is probably the least 
likely to develop a pharmacological craving to smoke. 
If the smoker tries to delay the return to normal by 
further smoking, the body usually protests and physical 
pleasure in smoking is replaced by distaste. If the 
smoker pushes past this physiological barrier, keeping 
himself under the influence of tobacco continuously 
for several hours in the day, and goes on doing so for 
as much as a week or ten days, the body takes counter- 
measures; and the threshold of awareness is altered 
to a new level which about balances the effect of the 
nicotine consumption. Smoking now does not at first 
give the original buffering or dulling effect, but is needed 
to keep sensation at normal. To stop smoking at this 
stage creates a disturbance of consciousness in the opposite 
direction. The only immediate way of putting it right 
is to smoke ; the body therefore sends out an insistent 
demand, and responds with a sensation of pleasure when 
it is satisfied. The amount of smoking required to 
keep up an equilibrium becomes an essential maintenance 
dose. If the smoker pushes on again beyond his new 
higher limit of tolerance in the renewed hope of deadening 
himself from the world, there is soon a further adjust- 
ment by the body to cancel it out. This sequence 
continues until the body can carry the adjusting process 
no further, and the smoker reaches a final saturation- 
point. Comparison of different smokers suggests that 
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constitutional variations in the capacity for adjustment 
may account for some of the differences in the tobacco 
consumption of addicts. 

Thus the man (or woman) who would like to smoke, 
say, 40 cigarettes a day, gets no more benefit from 
smoking than he did in the days when he was satisfied 
with 10. He gets less positive direct enjoyment from 
the physical results of nicotine than when he smoked 
only an occasional 4 or 5. If he encounters pain, anxiety, 
frustration, or boredom at a time when he is not able 
to get as much tobacco as he needs, he is more severely 
affected by these discomforts than if he had never smoked 
at all; and since it was probably to escape from them 
that he took to smoking so heavily, he has soundly 
defeated his own end. 

But smoking has other subtler and perhaps more 
serious effects. Once it has become a regular habit, the 
tendency is to use it to damp down awareness whenever 
the pressure of some inner need produces a feeling of 
discomfort. Normally a vague feeling of discomfort 
serves to attract the attention of the conscious mind, 
which may be otherwise occupied ; and an attempt is 
then made to identify the need. Sometimes prompt 
identification is easy ; sometimes a certain amount of 
intuitive groping is needed before the person can dis- 
cover what it is he really wants. The greater the dis- 
comfort, the stronger the stimulus first to identify and 
then to satisfy the need. Satisfaction of the need brings 
pleasure. If the need cannot immediately be satisfied, 
a conscious intent to satisfy it at a later date, or intelligent 
acceptance of the fact that all immediate hope of satisfy- 
ing it must be deferred, is enough to make the first 
peak of discomfort subside, and attention can be turned 
elsewhere ; but some awareness of the need remains, 
like the pressure of a coiled spring awaiting release. 
The smoker reduces the peak of discomfort artificially 
by the use of nicotine, but he does nothing to deal with 
the underlying cause. The pleasure he derives from 
smoking takes the place of the physiological or psycho- 
logical satisfaction which he would have gained from 
satisfaction of his real needs, and the stimulus to find 
a way of satisfying them is thus reduced or even removed. 
By degrees the need for food or for physical activity, 
the need to make a strenuous effort, or to rest and recuper- 
ate, are all automatically identified as a need to smoke ; 
and the satisfaction given by smoking is taken as evidence 
that the need has been met. The wages of the body 
are paid in counterfeit currency ; machinery is over- 
driven or left to rust in idleness, and the ill effects on 
health and happiness are more general and more wide- 
spread than any which can be attributed to the direct 
toxic side-effects of a mild pharmacological addiction. 
When even simple direct physiological impulses may 
become sidetracked in this way, there is little hope that 
the more subtle needs of body, mind, and spirit will 
succeed in attracting attention, still less that they 
will reach ultimate fulfilment. Let me take a simple 
illustration from my own experience. 

I used to want to smoke most of all when I was attempting 
@ difficult piece of writing. If I tried not to smoke at such 
times, the desire to smoke so distracted my attention that 
writing was held up. I came to the conclusion that smoking 
helped me through the hard stretches, and was perhaps 
justified by the finished product. 

When I had cut myself off from smoking in such a way that 
my mind was no longer regretfully harking back to it, I was 
able to see more clearly what happened to me. The first 
phase of intense desire to smoke resolved itself into the acute 
discomfort of the initial stage of any creative endeavour. 
There is, to greater or lesser degree, a preliminary inertia to 
be overcome beforesthe work gathers momentum. The effort 
of this causes uncomfortable tension. When I had damped 
down the discomfort by smoking, I also weakened the stimulus 
to full exertion, and took longer to get going. When, instead, 
I pressed forward firmly without analgesic or distraction, 
the worst was over much sooner and the reaction brought a 
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glow of activity with it—like diving straight into cold water 
instead of wading in by inches. 

The next stage at which, under the influence of tobacco, 
I would have had a further peak of desire for smoking, turned 
out—when properly decoded—to be a message from my 
cramped body asking for change of posture. A few minutes’ 
relaxation with physical activity brought me back to the 
work refreshed. The last stage, which would have been felt 
as a progressively increasing desire to smoke, almost always 
meant either that I had run out of fuel and must stop for 
food, or else that I had worked myself without noticing it to 
the verge of total exhaustion, and must rest or sleep before 
work could safely be resumed. By paying attention to the 
needs of my body, instead of blotting it out behind a smoke- 
screen, I produced more work of better quality in a given 
space of time, and at less cost in wear and tear. 


Giving up Smoking 

After a period of addiction to smoking, the immediate 
effect of ceasing to smoke is inevitably unpleasant. 
Until the necessary physical readjustments have taken 
place, an abnormal state of consciousness exists i which 
pain, anxiety, boredom, and frustration are amplified, 
and lack of a healthy and positive reaction to them 
results in depression and apathy. Unless the possibility 
of smoking is, for the time being, absolutely excluded, 
and attention directed elsewhere, emotional discomforts 
will probably still be felt mainly as an intensified desire 
to smoke. When physiological balance has been restored, 
a further difficulty may remain. Just as a person who 
has worked for too long in semi-darkness may be unduly 
sensitive to bright lights, so the smoker who has for 
too long relied on the constant dimming effect of nicotine 
may suffer great discomfort even from the normal peaks 
of emotional awareness. It seems worth considering 
whether severe and prolonged addiction may not make 
some susceptible constitutions permanently ill-adapted 
to strong emotional stimuli. 

For most people, the speed and sureness of recovery 
after the pharmacological withdrawal \period is over 
depends on their attitude to smoking. If they look 
on it as a pleasure from which they have been forcibly 
or unwillingly deprived, the pressure of their unmet 
needs will still be translated as a longing to start smoking 
again, and the result may well be gloom and despondency. 
If they are genuinely glad to be rid of the physical 
addiction, and are ready to turn to more positive satis- 
factions good spirits, greater physical activity, and an 
improvement in general health are likely to result. 

There is a further aspect of complete recovery which 
is not easily observed until alternating periods of 
addiction and non-addiction have been compared. 
When the body is no longer under the influence of 
tobacco, the pricks of life are more sharply felt but they 
heal more quickly ; at the same time, the pleasures of 
life are much more keenly enjoyed. Once this has been 
fully realised, there is no need to cultivate a hatred 
of smoking as a defence against the risk of re-addiction. 

The most immediately effective way to stop smoking, 
for those who have a positive desire to be cured and 
strong will-power, is to give it up completely once and 
for all from a certain fixed date. Those who try this 
and keep it up for a time and then start smoking again, 
tend to become immediately re-addicted, and then 
find it much more difficult and sometimes impossible 
to succeed in later attempts. Those who succeed 
in stopping smoking by total prohibition are saved from 
all further physical ill effects of addiction, but they 
seldom achieve complete pyschological cure. A lingering 
belief’ persists that they have deprived themselves of a 
positive pleasure in life, and the desire to smoke, overt 
or repressed, remains to haunt them with the fear of 
re-addiction. This sometimes manifests itself in hatred 
of the whole idea of smoking, an obsession with the 
physical and social ill effects of the habit which does 
their cause more harm than good, and an intolerant 


or condescending attitude towards those who are still 
addicted. 
MY OWN EXPERIENCE 

When I first stopped smoking, at a time when addiction 
had grown so strong that it seriously disturbed my peace 
of mind, I decided to cut myself off by a vow of total 
abstinence for a trial period of three months. Once 
I had brought myself to the point of pledging my word 
to myself, the door was locked. I had never broken 
my word, even in childhood, having always been careful 
not to pledge it without counting the consequences in 
advance. 


As there was no room left in my mind for the possibility 
of smoking, it did not occur to me as a possible means of 
escape, and I was left to savour clearly the extreme discomfort 
in which I found myself. This resolved itself into a feeling of 
excruciating emptiness. There was no question of physical 
hunger, but I can imagine that a fairly simple process of 
symbolism might have translated it into a desire for food, 
and substituted overeating for oversmoking. The sensation 
had not, I felt sure, any connection with any possible physical 
lesion ; but it located itself with surprising somatic precision 
at about the same spot that I have seen pointed to by patients 
with duodenal ulcer when they were asked to indicate the seat 
of their pain. The intensity of this discomfort fell off sharply 
within the first two days. 

During the next couple of weeks, I developed a pretty 
example of repression in miniature. The sight of other people 
smoking affected me almost as Lovers’ Lane affects the prude, 
and my aversion for the sight and smell of cigarette-ends and 
other evidence of smoking was out of all proportion to its 
limited esthetic justification. At the same time I quite often 
dreamed that I had started to smoke a cigarette, and awoke 
with relief to find that I had not done so. The motive force, 
as it presumably always is in repression, was fear; what I 
feared was not smoking per se, but that the strength of my 
craving for it might lead me to break my word and thus to 
destroy a part of my personality which I had always prized. 
As the pharmacological craving subsided, these symptoms 
disappeared. 

Before my trial period of abstinence was ended, « situation 
arose in which my refusal to smoke was taken rather hard by 
someone who had failed to break the habit. I found I had, 
accidentally, given an impression of assumed moral superiority. 
I particularly wished to avoid even the external appearance 
of such an attitude, so—making a snap decision—I con- 
sciously and deliberately broke my pledge in order to smoke a 
single cigarette for courtesy’s sake. I had been free from 
pharmacological addiction for six weeks or so, was delighted 
with the success of my experiment, and honestly preferred 
the life of a non-smoker. _The result of a single, undesired, 
cigarette was unexpected and inconvenient. I went straight 
back almost to starting-point as suddenly as though I were 
playing snakes and ladders. The psychological urge to smoke 
recurred in all its original strength, and could no longer be 
checked. I pushed straight past the physical barrier of 
distaste, and within the next ten days a pharmacological 
craving had returned. 

Having once broken my pledge—life makes no allowances 
for the reasons why useful mechanisms may be broken—I 
could never again rely solely on will-power as a means of 
checking the habit. But I had lost the fear that life without 
smoking would be unendurable. I knew that life would in 
fact be pleasanter if I could cure myself, and that provided 
sufficient incentive for the more ambitious enterprise of 
teaching myself not to feel inclined to smoke. 


During the trial period my abstinence had depended 
solely on the strength of my pledged word. So long 
as control by force was respected. by my unconscious 
mind as absolute and inviolate, all my unmet inner 
needs were diverted back into their normal channels ; 
and they added to the positive pressure, where channels 
were blocked, in a way which would with any luck 
eventually have broken down or risen over the obstruc- 
tions. As soon as my word was broken and the possi- 
bility of smoking admitted, the psychological pressure 
forced its way back into this negative outlet, like flood 
waters rushing through a broken sluice. Even if I 
had never broken my word, there would always have 
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been the risk of back pressure at times of stress; and, 
however well resolution might have been built up from 
the other side, the task of defending this weak point 
would have taken up mental energy which might other- 
wise have been available for constructive use elsewhere. 
If, as must so often happen when a lifelong period of 
abstinence is attempted, resolution weakens from time 
to time and will-power wavers, the psychological back- 
pressure enormously increases, and—unless abstinence 
is abandoned—the conflict which takes place, above or 
below the surface, is out of all proportion to the essential 
triviality of the cause. 

It would be tedious to recount the details of my own 
blindfold journey from uncomfortable addiction to easy 
control of the habit and to full enjoyment of occasional 
temperate smoking. Realisation of the way in which the 
addiction comes about and of its practical results is 
now a full and sufficient check, even if I start smoking 
while I am in the throes of writing—and I did smoke 
a little while writing this article, just to make certain 


that it could be done. Rational understanding is, 
however, not enough by itself in the early stages. Con- 


viction needs to sink deeper if it is to be effective ; 
and, when the more primitive and automatic regions 
of the mind have come to believe in smoking as the most 
easy and desirable means of obtaining pleasure, theoretical 
arguments carry no weight. Solid practical demonstra- 
tion is essential if the illusion is to be dispelled ; and 
time will then be needed before the short-circuit habit 
tracks fall into disrepair and better pathways become 
well marked and clearly signposted. 


A SUGGESTED METIIOD 


I have therefore worked out a régime which I think 
may, with suitable individual modifications, prove useful 
to others for the gradual removal of both pharmaco- 
logical and psychological urges to smoke. 

In my view the use of fear as a deterrent is remark- 
ably ineffective. If we were unduly concerned with the 
theoretical possibility of coming to an unpleasant end, 
few of us would venture to undertake a motor journey 
on a fine summer Sunday. Explosions in gassy pits 
caused by miners who have smoked in defiance of safety 
regulations show that even the risk of far more serious 
danger to self and others does not always deter the 
hardened addict from smoking. On the other hand, to 
induce a fear of cancer in a possibly unstable smoker 
may merely add to the psychological ill effects of the 
condition without bringing the habit under control. 

1 would suggest a different approach. Instead of 
using the disadvantages and possible dangers of smoking 
as a stick to beat the donkey, the positive advantages 
and greater pleasures enjoyed by the non-addict can 
be held out a carrot. It is a mistake to hold out 
hopes which may not be fulfilled. The results claimed 
by some people when they give up smoking are almost 
suggestive of a religious conversion. I have never 
myself found that giving up smoking had a dramatic 
effect on my health and spirits; I merely enjoyed the 
mental comfort of being free from a tiresome craving, 
and the indirect physical results of a better-phased and 
more active life. A sober explanation of the general 
sequence of cause and effect should, however, be sutlicient. 
By far the strongest motive force behind excessive 
smoking is the genuine belief that life would be the 
poorer, or at least more difficult, without it; and few 
people would resist the cure of addiction if they felt 
persuaded that they had nothing to lose. 

After careful preparation, the smoker should agree to 
make every possible effort to stop completely for a period 
of at least three weeks, with full expectation of smoking 
again at the end of the period, but with the suggestion 
that he will not enjoy it as much as he expects. When 
the period of abstinence is over, he should smoke not 
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only as much as he wants, but as much as he possibly can 
for one or, at most, two days, and then cut off completely 
again for a further petiod of several weeks, with once 
more the possibility of smoking at the end of it. It is 
very important to achieve a complete break of three 
weeks or more, for this gives a chance for the pharmaco- 
logical craving to subside. The smoker should be pre- 
pared to suffer discomfort during this period ; he should 
be provided with as much physical activity and con- 
structive occupation as possible, and should arm himself 
with a supply of detective fiction or other appropriate 
mental diversions to distract attention during unoccupied 
moments. If he can avoid the sight of cigarettes and 
the company of smokers, it will be a help. During this 
time, the pharmacological urge to smoke will be subsid- 
ing, but the psychological urge to smoke may well be 
banking up. The sudden release given by one or two 
days’ heavy smoking is thus an essential feature of the 
cure. 

A short dose of heavy smoking after a period of 
abstinence ensures that the maximum pharmacological 
action of nicotine will be obtained, and this brings a 
certain slight relief from the strain of learning to do 
without an analgesic which has been relied upon too 
much. The fact that the psychological urge to smoke 
is very strong, and specific craving now more or less 
absent, means that heavy smoking will produce a 
maximum of physical distaste; at the same time the 
expected strong pleasure from the appeasement of a 
pharmacological craving will not be forthcoming. This 
provides a shock of anticlimax to the mind which has, 
during the period of abstinence, built up an increasingly 
seductive fantasy of the pleasures which were being 
forgone. As a means of psychological re-education it 
‘an be surprisingly effective. 

The most important point is that whenever smoking 
is resorted to compulsively after a period of abstinence, 
whether by consent or by accidental failure of will- 
power, the psychological craving should be temporarily 
indulged up to the extreme limit of physical tolerance, 
and then brought under control again as quickly as 
possible. A couple of days’ heavy smoking is physically 
safe, and may ease psychological tension considerably. 
It seems normally to take at least a week to produce 
pharmacological addiction ; so the more heavily smok- 
ing is indulged—provided it is confined within a shorter 
period—the less likely it is that re-addiction will occur. 
To smoke only sparingly at such a time is more dangerous, 
for the body is quick to neutralise the effect of small 
doses and thus to start off the insidious process which 
ends in the insistent demand for a maintenance dose. 
Unless the extraneous psychological urge has so com- 
pletely subsided that the direct physical effect of nicotine 
‘an be enjoyed occasionally for its own sake without 
rousing a desire for over-indulgence, the odd cigarette 
remains the most serious danger ; unless and until that 
final stage of recovery is reached, smoking should be 
indulged in briefly and heavily, or not at all. 

Provided there is no serious underlying psychological 
disorder which requires separate treatment, a few short 
bouts of heavy smoking after periods of abstinence 
should be enough to break the main force of the psycho- 
logical urge to smoke. After that, the need is for some 
means of reinforcing a voluntary decision not to smoke, 
and to guard against moments of sudden, sharp, transitory 
craving. There are many different devices which could 
be adapted to individual needs. A useful general 
principle is that the decision not to smoke shoald be 
provisional, and should be subject to voluntary suspension 
at any time, provided that formal notice is given at 
least one day in advance. An agreement can then 


be made that, if the period of abstinence is broken 
without this notice being given, some penalty will be 
Whether the penalty takes the form of a 


incurred. 
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contribution to charity, an extra turn at dish-washing, 
forfeiture of the next visit to concert, cinema, or football 
match, or something more original and unlikely, does not 
matter ; it needs to be well within the capacity of the 
individual to pay it, but sufficiently unwelcome to act 
as a reasonable deterrent. Then, when the cigarette 
is offered, or the pipe beckons from its drawer, the 
smoker may pause and think ‘Is it worth paying the 
penalty when, by giving formal notice and waiting 
for another day, I could smoke freely without any 
penalty at all?” As time goes on, the temporary 
check will tend increasingly to be all that is required. 
Before a formal breaking of the agreement can be 
arranged, the spasm of craving has passed ; the oppor- 
tunity of starting to smoke again, with all its risks of 
re-addiction and consequent discomfort, seems no longer 
worth taking; the agreement is kept in force, and the 
mind turns to some other and more attractive topic. 

Anyone whose pharmacological urge to smoke has 
been reinforced over a period of years by strong psycho- 
logical urges would probably be wise to keep permanently 
to some provisional agreement not to smoke such as 
I have described; letting themselves off the leash, 
perhaps, for an occasional short binge if the idea still 
attracted them. Having a taste for experiment, I 
have trained myself to remain an occasional light smoker 
with all safety checks removed, but this adds to the 
difficulties of re-education. I do suggest, however, that 
ex-addicts might be well advised to leave open the 
possibility of someday smoking again, or to try it once 
or more under careful safeguards after they have done 
without it for six months or more. They should then 
be less likely to be haunted by a dread or hatred of 
smoking, or to build up exaggerated notions of the 
pleasures which they have left behind. 


The Social Dangers of Mass Addiction 


The anxieties and deprivations and frustrations of 
societies and social groups are often beld responsible 
for contemporary mass addiction to smoking. This 
hypothesis explains the size of the problem and the 
difficulties of cure and suggests that any authoritarian 
attempt to suppress smoking might well have disastrous 
results. It does not, however, necessarily justify the 
belief that mass addiction to smoking is making the 
best of a bad business. The fallacy here is to suppose 
that anxiety, deprivation, and frustration are in them- 
selves essentially negative and noxious stimuli, and that 
the best thing to do about them—where they cannot be 
prevented—is to reduce them as far as possible by means 
of some analgesic or sedative. But if we were never 
afraid, we should never take steps to avoid danger ; 
if we were never hungry, we should never take trouble to 
find food; if we were never frustrated, we should not 
look beyond the most immediate, crude, and selfish 
satisfaction of our primitive impulses. 

The novelty and nearness of our own problems tempt 
us to feel that we are living in a uniquely difficult period 
of world history. But if, instead of looking distantly 
at the panorama of bygone days, we read the writings 
and try to recapture the feelings and outlook of the 
men and women who lived in them, it is difficult to 
find any moment in history when some people did not 
believe that they were living at a time of unprecedented 
difficulty ; there certainly has never been a time when 
large numbers of people were not suffering from anxiety, 
deprivation, and frustration ; and often to good effect. 
War, famine, pestilence, the clash of cultures, and the 
stress of internal social upheavals have all served as 
stimuli to societies, and have led to new discoveries 
and technical advances and creative achievements which 
are now part of the valued heritage of the human race. 
We need to help people to face and to react in a purposeful 
way to the tensions of reality if a constructive solution 





HEALTH 





{[aucust 22, 1953 397 
to current problems is to be found. The individual 
effects of smoking addiction suggest that, as a mass 
phenomenon, it might substantially reduce the health, 
efficiency, creative zest, and spiritual vitality of a whole 
society. 

This is not a matter for polemic or for drastic emergency 
action. It requires thoughtful consideration, and- 
where necessary—the gradual introduction of constructive 
counter-measures. The first step is to help individuals 
who already wish to rid themselves of the habit; then 
to extend and to consolidate knowledge of the causes and 
effects of addiction to smoking, and to build up a soundly 
informed, but not alarmist, body of public opinion. 
The enthusiasm and drive of those who are strenuously 
opposed to all forms of smoking is of undoubted value 
in drawing attention to a serious and complex problem. 
On a long view it may be desirable that tobacco-smoking 
should go out of fashion until in the end it dies a natural 
death like the habit of taking snuff. Meanwhile, it is 
possible that* the quiet influence of well-informed, 
temperate, occasional smokers may provide one of the 
most effective means of persuading the general public 
against smoking to excess. 

Public Health 
Poliomyelitis 

POLIOMYELITIS notifications (uncorrected) in the week 
ended Aug. 8 (the 3lst week of the year) were (previous 
week in parentheses): paralytic, 181 (167); non- 
paralytic, 116 (103); total, 297 (270). 

The following table compares this year with the 
preceding six years : 


Total cases up to and including Cases in 


Year 3ist week 31st week 
1947 a4 ‘as 1629 . i 487 
1948 ar ye 873 ° 43 
1949 F ee 1203 or ot 187 
1950 P 7 2593 ° é 367 
1951 Pn - 1399 < a 117 
1952 a ei 1661 ~e oT 231 
1953 2256 os = 297 


a Ca 9" 
The districts which have notified 20 or more cases in 
le year >to gy. S&S are: 

the year up to Aug. 8 are: 


Total cases Incidence per 100,000 


District (in 31 weeks) of population 
Southend-on-Sea ; es 37 ; 24-42 
Liverpool nr ; ’ 25 , 3-16 
Birmingham .. wa - 16 re 4-11 
Coventry A 5% 76 —a 29-12 
Leicester 22 7:69 
Lewisham 22 — 9-69 
Blackpool 21 <a 14-26 
Camberwell 20 ; 11-04 
Islington 21 8-92 
Bournemouth 25 ae 18-00 


The seasonal rise in notifications is not gaining 
momentum. The increase in paralytic cases was 2 
less than in the previous week and there is still hope 
that the curve will run parallel with that for 1952. 
Although the seasonal rise is expected to continue, 
the outlook is rather more favourable than a month 
ago. The disease is not reaching epidemic proportions 
in any of the heavily populated areas. 


Food-poisoning in Wakefield 


A doctor in Wakefield has died of toxzemia and heart- 
failure following gastro-enteritis due to Salmonella 
typhimurium. The evidence given at the inquest 
suggested that he had been infected by boiled ham 
bought at the shop where the recent outbreak in Wake- 
field is thought to have originated.* Most of the people 
infected in the outbreak had eaten meat pies, but in a 
few cases the suspected food was pressed veal, chopped 
or boiled ham, or pork sandwiches, all from the same 
shop. 


1. Yorkshire Post, Aug. 12, 1953. 
2. Lancet, Aug. 15, 1953, p. 339. 


398 THE LANCET] IN ENGLAND NOW 





fauausT 22, 1953 





In England Now 


A Running Commentary by Peripatetic Correspondents 


My favourite patient is Mrs. George, and I always 
call in and see her when I am overworked or tired, or 
vexed. 

Her house is squashed dead in the middle of the 
drabbest line of terraced houses in the North Country ; 
but in contrast to the crumbling decadence of the 
adjacent hovels hers is painted white and fresh green 
and there are flower boxes in all the windows, gay with 
lobelia and summer snow, petunia and geranium. The 
door to her front room (which is also the back room) 
is open to the road, winter and summer, in perpetual 
welcome. Even from the distance as one rides over the 
rough cobbles, a glowing fire banked high up the chimney 
invites and intrigues. The brass shines like a regiment 
of Guards and a brightly furbished copper pot hangs 
over the flames and sings a steamy psalm. Two highly 
polished Staffordshire dogs smile a whiskered and 
comfortable smile from the mantel-shelf, and a clock 
with a pendulum bright as a new sovereign ticks away 
the minutes with highly satisfactory precision. It is the 
only clock which makes me feel time is on my side. 

When she hears my footsteps at the door she is already 
brewing the tea. ‘‘ Will you have a cup in the hand, 
Doctor ? ”’ 
in the rocking-chair. A smell of baking rises like a holy 
fragrance from the oven and assails my nostrils. Among 
her many accomplishments two are outstanding: she 
arranges flowers with high taste and sensitivity and 
bakes like an angel—if indeed these great incorporeal 
spirits indulge in the art. 

And as she cheers and warms me with her witty 
Irish talk I am left musing on the paradox of life. For 
she is alone and a widow and as blind as a stone. 

* * * 


In pursuit of economies in the National Health Service 
it has been decreed that no consultant shall eat or drink 
at the hospital’s expense: we have always paid for our 
lunches and real meals but now neither a bite nor a 
sup is officially ‘‘ on the house.” 

Hospitals react differently. 
bill like this : 

Form C.A.6. 
BXXXXX AND LXXXxXx HospiraAL MANAGEMENT COMMITTEE, 
Finance Department. 
No. 4211. 
6th June, 1953. 


One hospital sends me a 


Name Dr. xxxxx 
Address XXXXXXXXXXXxx 
Dr. to the Bxxxxxx Gxxxxxx Hospital. 


£ 8. d. 

4th May 1Tea .. Ss + aie *s “1 zB Si 
18th May 1Tea.. o> . it "ee ‘* Je oe 
3 Beverages @ 1d. x< ‘ss és os * @ 3 

£0 1 5 

CHEQUES, POSTAL ORDERS, OR MONEY ORDERS SHOULD BE CROSSED 
AND MADE PAYABLE TO THE BXXxxxx & LXXXXxx HOSPITAL 
MANAGEMENT COMMITTEE AND SENT TO THE FINANCE OFFICER, 


XXXXXXX XXXXXXX OR PAYMENT MADE TO THE 
OFFICER AT THE HOSPITAL. . 


ADMINISTRATIVE 


My secretary snorts, and tends to throw it into the 
waste-paper basket. Paper, accountancy, typing, and 
stamps must come to more than the total bill. It is 
vain to say “I will pay when it is worth paying.” 
A reminder comes (more paper, accountancy, typing, 
and stamps), and when I do pay I receive a receipt 
(more ditto). It has been suggested that this elaboration 
is all my fault because I have not in my pocket enough 
pennies to pay for the beverages on the spot. But no! 
vide infra. 

In a small hospital which has never adopted the motto 
“It’s not my job,” the secretary who takes my letters 
says apologetically on the last Friday of the month, 
‘* May I have 3s. for your teas for June?” I fish this 
large sum out of my pocket (vide supra); no sordid 
details about penny beverages, and no receipts asked 
or given. 

In the great hospital which has served the district for 
over a hundred years, cups of tea are brought at intervals 
during the three strenuous hours of the diabetic clinic ; 
we gulp it as we can. Sister regards it as one of her 
weapons for whipping up the team in order to finish 
before the next session begins. No-one but an occasional 


I throw off my raincoat and settle myself 


thoughtful patient notices that the tea gets cold. There 
is no mention of pennies. The attitude of the staff, 
nursing and lay, is interesting. The Sister sees that we 
have the tea; a nurse brings it and often makes it; 
but the question of payment is far beneath them. The 
lay staff—i.e., orderlies and canteen attendants—con- 
sider it an insult to ask the doctors to pay and refuse 
to take the penny when offered. I rather agree with them. 
* * * 

“You lucky industrial types,”’ say our G.P. colleagues, 
‘‘ with your regular hours and weekends to yourselves ; 
wish I had your job.” 

This banter drifts across my bemused brain as I 

approach the end of a 12-hour night shift examining 
rescue workers who are going underground to battle 
with the end-results of a small, not very spectacular, 
colliery fire. 
It all started like this, as Mr. Robb Wilton might say. 
My telephone rang at 1.30 one Sunday morning. 
Being an industrial type I thought this rather unusual. 
It was the local mines rescue station to tell me that 
a state of emergency existed at S—— Colliery. Out 
I got and drove through the pleasant summer night. 
All was cheerful efficiency when I arrived, with the 
anxiety of the experienced lurking in the background. 
A conveyor belt on fire—no casualties—three miles to 
walk underground from the pit bottom. 

What grand fellows these rescue workers are. The 
humorist in every team—the solemn one—the younger 
member whose first incident this is. Down they go, 
never sure what they have to face in the way of heat, 
falls, and the like. 

Ah, well, I must wander no more. It’s breakfast, 
a shave, a wash, and the office for me. Hey-diddle-diddle, 
aren’t I lucky to be able to finish at five after being at 
work all night ! 

* * * 

A medical friend of ours who is at the moment visiting 
the United States had the misfortune to run out of tooth- 
paste in lowa. At the nearest drug-store he shouldered his 
way past the Kwik Lunch counter, the toys, the tele- 
phones, and the Bantam Books, and found himself in 
the dim atmosphere of that submerged appendix to the 
establishment, the counter marked Chemicals, Bio- 
logicals, Cut-Rate Drugs. ‘‘ Why, hello there!” said 
the young lady behind the counter, delighted to assist 
our friend’s deliberations. He intimated his desires, and 
the young lady indicated a vast pile of assorted tooth- 
paste, all as green as grass. Our friend’s Scottish blood 
rose to take command. ‘“ Yes,” he said, ‘* but do you 
have any without chlorophyll?” <A visible shudder ran 
through the young lady, and her manner became cold 
and distant. ‘‘ I guess so,’”’ she said doubtfully, and dis- 
appeared into the back of the store. She was absent for 
several minutes, giving our friend time to contemplate 
a notice reading ‘“‘ America’s Finest Vitamin.’’ Eventu- 
ally she returned, bearing a dusty and rather battered 
package, which she handled with evident distaste ; it 
was clear she was going to apply for danger money that 
very afternoon. However,.the contents were indeed 
toothpaste, and after scrutinising the tube to make 
sure it incorporated no Cut-Rate Drugs or Biologicals our 
friend handed over thé money in a chilly silence and 
withdrew. 

It was only after he got around to cleaning his teeth 
with the stuff that he found it was flavoured with beech- 
nut—a taste he particularly dislikes—and that in the 
stress of the moment he had bought, not a King-size, 
not a Giant-size, but a Zombie-size tube, enough to last 
him for several years. 

* * * 

We seemed to be the only British visitors to the busy 
little Breton town. A cheerful French colleague whom 
we had met by chance asked what brought us to this 
out-of-the-way place. I replied that it was good to have 
a complete change of scene and language and food. 
He seized on the point. Only last summer, he said, he 
had holidayed with a friend, an architect, who really 
knew how to get a change. For on holiday this friend 
ate the things he refused to eat during the rest of the 
year, and smoked a great deal because normally he 
never smoked. Not only that: he called his wife by 
a different name. 


‘ C’est un artiste.” 
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Letters to the Editor 





SHORTAGE OF CASUALTY OFFICERS 

Smr,—I have been following with interest the recent 
discussion on this subject. 

In his letter last week Dr. Dyke suggests that non- 
recognition of these posts for preregistration practitioners 
may be the main cause. This may possibly be a major 
factor in the near future, but I think one must look 
further back to find the answer. I would also suggest, as 
an ex-casualty-oflicer of recent vintage, that recognition 
of these posts for preregistration purposes, even with the 
assistance of G.P.s, will not provide the solution ; for 
instance, no G.P. is likely to be available for a Saturday 
evening session when casualty is at its liveliest. 

Long hours of work at high pressure are not conducive 
to the nimbleness of mind and hand so necessary for the 
efficient running of a casualty department. Sister is a 
most valuable ally, but she must have her off-duty. 
Theoretically advice is available; but in practice 
surgical registrars and others are busy with their own 
work. Casualty tends to be regarded as a nuisance, and 
the asking of advice as a mark of inefficiency. 

The patient has often waited while the casualty officer is 
busy stitching up in the theatre, and does not want to wait 
longer to see another doctor. Often cases that one feels should 
be admitted have to be sent home because there are no beds 
available. So one’s short slumbers are often disturbed by the 
thought that the next B.1.D. may be the rather shocked- 
looking head injury that one has just sent home because 
examination of the central nervous system was negative, the 
wet plate of skull looked all right, the R.s.o. was busy in the 
theatre, and anyway there were no beds. 


Surely in no other department do such important 
decisions have te be made at such speed by such junior 
medical officers. Outpatients are seen by more senior 
men, and inpatients lie safely in bed under sister’s 
watchful eye ‘until mature medical judgment is 
pronounced. 

I suggest that the casualty department is the show- 
room of the hospital, and as such deserves the most able 
officer that can be found. The practice of leaving it to 
recently qualified practitioners is unfair to patient and 
doctor alike. No longer can the doctor just trust to luck 
and hope his mistakes will be overlooked. Patients now 
realise the standards of treatment to which they are 
entitled and make full use of their knowledge. The G.p. 
naturally tends to share the responsibility by sending up 
increasing numbers of patients to hospital for a second 
opinion ; and in the more acute cases this is furnished by 
the casualty officer, who is usually much his junior in 
age and experience. The unsatisfactory state of affairs 
existing in most casualty departments was recognised 
by the conscientious doctor long before litigation became 
such a popular lay pastime, so that with the present 
general shortage of house-officers casualty is the depart- 
ment to be avoided in the main. 

I would suggest that the solution lies in making more 
senior appointments with more recently qualified 
assistants in the larger hospitals, for undoubtedly the 
experience under supervision would be invaluable. There 
may be many undecided between general practice and 
hospital careers who would take up casualty work as a 
permanent job if conditions and rates of pay were made 
attractive. 

The provision of a greater number of observation or 
emergency beds would be an advantage in many hospitals. 

Finally a real effort should be made to get better 
cooperation with senior members of other departments, 
so that the casualty officer can feel sure of support for 
any treatment he metes out and may readily get expert 
advice when required. 

Memorial Hospital, 


Peterborough. K. A. HALLIDIE SMITH. 
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Sm,—Dr. Dyke seeks to solve this problem by 
‘* posting ’’ recently qualified men and women into these 
unattractive appointments. He incorrectly asserts that 
‘the post of casualty officer is not recognised’’ for 
preregistration purposes. If he looks at the official 
list of approved hospitals he will find a number of 
such posts included in those approved by the licensing 
bodies. 

Many administrators have hoped to fill unattractive 
posts from the pools of graduates compelled to obtain 
hospital appointments; but those who have been 
responsible in the universities for assessing which posts 
are suitable for this continuing education have repeatedly 
stressed that they are not concerned with providing a 
labour force for the hospitals. If Dr. Dyke has a par- 
ticular post or hospital in mind, all he needs to do is to 
see that the university authorities concerned are ade- 
quately appraised of the supervisory and educational 
facilities available, but he must abide by their decision 
if the reply is that the post is unsuitable. 

There is no rule except that the posts must be resident, 
and held in medicine, surgery, midwifery, or a specialty 
mainly one of these. Naturally most of us feel that the 
care of inpatients is an asset to such a post. A large 
amount of casualty work involves decisions which the 
general practitioner has been unable to make. Another 
primary duty is to examine those patients whom the 
practitioner has sent with a note addressed specifically 
to the casualty officer, perhaps with a request for major 
surgery! These casualty departments exist to deal with 
accidents, medical emergencies occurring when the 
patient is far from his doctor, and then with the large 
numbers of casual ‘‘ droppers-in ’’ who for some personal 
reason, or just for convenience, have short-circuited their 
general practitioner. 

Benefit would undoubtedly arise from contact between 
G.P. and recently qualified graduate—hence the Act 
having included six months in a health centre as an 
alternative. The real point is to make the best possible 
use of the all-too-short period of hospital service before 
conscription. Whatever happens let us avoid at all 
costs approving posts in order to attract applications 
from cheap labour. (Dr. Dyke refers to ‘‘ pairs of hands ”” 
and the expensive present system of using G.p. staff in 
casualty departments.) Neither the universities nor the 
Law would consider that a nursing sister, however vast 
her experience or wisdom, is adequate cover for the recent 
graduate working in a-casualty department; surely 
Dr. Dyke exaggerates when he claims that there are 
probably no regional hospitals in which such a senior 
sister is not available with the qualities he stipulates. 


London W.1. D. F. ELtison NASH. 


HOSPITAL COSTING 


Smr,—Mr. Murley’s letter in your last issue really 
speaks for itself ; but perhaps I may be allowed a brief 
and final reply. 

The last available figures to be published? by the 
Ministry of Health showed that on Dec. 31, 1951, there 
were 503,584 people on the waiting-lists of hospitals in 
this country. My approximation of 500,000 can, therefore, 
hardly be dubbed ‘ emotional.’”? The over-all bed- 
occupancy picture of hospitals in this country reveals 
that beds are empty for an average of approximately 
six days each month. This suggests to me, if not to 
Mr. Murley, an extravagant use of our limited resources. 

Mr. Murley has not produced any facts or figures in 
support of his apparently illogical contention, and I am 
happy to leave the judgment on ‘‘ loose talk”’ to your 
readers. 


Central Middlesex Hospital, 1 Pa rn P 
London, N.W.10. F. AVERY JONES. 


1. Annual Report of the Ministry of Health, 1950-51. Part1; p. 4. 
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ENDOCRINE FACTORS IN 
DISORDERS 
Srr,—TI read Dr. Joan Malleson’s timely article (July 25) 
with great interest. I am sure many of us have felt that 
there has been some endocrine upset in at least some of 
our women patients with altered affective states, but that 
the precise nature has been obscure. Doubtless most of us 
have used either natural or synthetic cestrone to relieve 
the ‘hot flushes ’’ of the menopause, and usually with 
a fair measure of success. 


AFFECTIVE 


Some six years ago I became very interested in depression 
and melancholia arising in the puerperium, and at one time 
I was treating 3 patients with moderately severe symptoms at 
the same time. Their ages varied from the late twenties to the 
early thirties. The chief symptoms that come to mind were a 
lack of interest in the baby, and in one case a terrifying desire 
to throw the baby out of the window; an inability to enjoy 
anything (one patient became fearful of going to the cinema, 
for she was convinced she would create a scene by standing 
up and shouting); no enthusiasm for housework; and a 
feeling of general depression. 

I started treatment by giving them injections of deoxy- 
cortone acetate and combined this with explanation and 
reassurance, The improvement was slow but steady in 2 
cases, and a complete cure resulted in some two to three 
months. The 3rd patient showed some slight improvement, 
followed by a relapse with very definite suicidal tendencies 
(her mother had committed suicide some three years pre- 
viously), and she had to have electroconvulsive therapy. 
This caused a temporary alleviation of her symptoms, but her 
fears soon returned and further hormone treatment was 
given, with only very slight success. A further relapse 
ensued. 

This story bears out Dr. Malleson’s contention that 
some of these cases may well get beyond the state where 
endocrine therapy is effective. 

London, W.1. R. JOHN GOURLAY. 

Sir,—For many years I have observed endocrine 
minor imbalance to be frequently present in affective 
disorders. I strongly support Dr. Malleson in the view 
that the endocrine approach to psychological illness is 
worthy of much more attention. 

For over five years I have frequently prescribed stil- 
beestrol for “affective”? symptoms at the menopause or 
even later if menopausal symptoms persist. A dose of 
0-5 mg. daily is adequate and will, where there is 
endocrine lack, vary the menses by 2-3 days ; thence the 
dose is dropped to 0-5 mg. every other day. The thera- 
peutic effect can be checked by the timing of the period, 
the extent of blood loss, and the diminution of flushes, 
numbness of the head, &c. Withdrawal of such doses 
does not cause postmenopausal bleeding in the majority 
of patients—and surely these days an obstetric surgeon 
should make suitable inquiries as to past and recent 
treatments. I should also like to add both from experience 
and perusal of many published reports that stilbastrol 
does not enhance the risk of cancer. 


London, W.1. KENNETH HAZELL. 


MISLEADING PICTURES 

Sir,—Medical advertisers have apparently discovered 
that the most laudatory descriptions of their products 
sometimes fail to stimulate sales, and are relying on 
diagrams and pictures to an ever-increasing extent. This 
would seem to be an admirable policy provided that 
accuracy is observed, but unfortunately this is not 
always the case. 

Two recent examples of misleading advertisements 
might be cited. 

One, which appeared in the British medical press, was 
headed ‘*‘ A Wider Margin of Safety in Intravenous Anes- 
thesia.”’ The title subtly implied that the advertiser’s product 
conferred the additional safety—a very questionable assump- 
tion. The accompanying drawing depicted a bird’s-eye view 
of an operation in progress under intravenous anesthesia. A 
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recent anesthetic periodical published in Australia, com- 
menting on this advertisement, pointed out that although a 
wide variety of anesthetic apparatus and surgical instruments 
were drawn, there was no sign of oxygen, airway, laryngo- 
scope, endotracheal tube, or suction pump, while the patient’s 
arm was splinted in abduction and supination. 

The second example was posted to me this week, and is an 
expensively printed brochure in colour also showing the 
technique for intravenous narcosis. A saline drip is inserted 
into the antecubital fossa, and about two feet from the needle 
a@ syringe containing the drug is shown piercing the drip 
tubing at right angles. The patient’s arm is abducted at more 
than a right-angle and the wrist is firmly strapped in full 
supination to an unpadded wooden splint. 


So far as I can see, the only uses to which such pictures 
can be put is to make them a basis for a competition 
amongst anesthetic clerks to find out the maximum 
number of errors. They might well prove disastrous to 
anyone who attempted to copy the techniques shown, 
and it would be interesting to know what liability, if 
any, the advertisers would have if the doctor was sued 
for damages for (say) brachial plexus palsy. 

Department of Anzsthesia, 

St. Bartholomew’s Hospital, 


‘ 


London, E.C.1 C. LANGTON HEWER. 
‘** CHEMOTHERAPEUTIC AGENT ”? AND 
‘* ANTIBIOTIC ”’ 

Sir,—The letter by Dr. K. H. Nickol in your issue of 
July 25 is a perfect illustration of the misuse and abuse 
of two popular terms in medical science. Beginning with 
the statement ‘‘ the affinity of the medical profession 
for misleading terminology,’ and emphasising that 
‘it may already be too late to hope that the collective 
appellation of drugs directed against micro-organisms 
may be revised,’’ the writer tries to correct the usage 
of the terms ‘‘ chemotherapeutic ’’ and ‘ antibiotic.” 
He ends his letter by confusing the terms, the usage of 
which he attempts to correct. How can one interpret 
the following statements : ‘‘ The present use of the term 
‘chemotherapy’ is too restricted for accuracy’’ and 
‘‘the term ‘ antibiotic’ may appropriately be applied 
to any drug which has an inimical effect on micro- 
organisms ”’ ? 

The whole question is really quite simple. Proper 
definitions are available, without sacrificing historical 
perspective, scientific accuracy, or current usage, and 
this should not be left to the whim of individuals who 
decide to redefine important terms according to their 
own points of view. 

The term ‘‘ chemotherapy ’’ means exactly what it 
says—the use of chemical agents in the treatment of 
infectious diseases. These agents—whether they are 
produced synthetically in the laboratory, such as 
salvarsan and the sulpha drugs; or by plants in the 
field, such as quinine and essential oils ; or by animals, 
such as lysozyme ; or by microbes, as in the case of anti- 
biotics, such as penicillin—may all be designated as 
‘* chemotherapeutic agents’’ (or ‘‘ chemotherapeutics,”’ 
a rather awkward term). 

Since 1942, the term ‘‘ antibiotic ’’ has been defined 
as ‘‘ a chemical substance produced by micro-organisms 
which has the capacity, in dilute solution, to inhibit 
the growth of or even to destroy other micro-organisms.” 
Whether the term “ antibiotic therapy ”’ is to be pre- 
ferred to ‘‘ chemotherapy,’ when an antibiotic is used is 
a matter for the individual worker to decide. Personally, 
I prefer the latter. 

Let us hope that neither the scientific worker nor the 
medical practitioner will permit this type of confusion 
to arise between the broad terms ‘‘ chemotherapeutic 
agent’’ and ‘“ chemotherapy,’’ on the one hand, and 
the narrower and more specific terms ‘“‘ antibiotic ”’ 
and “ antibiotic therapy,’ on the other. 


’ 


New Brunswick, 
New Jersey, U.S.A. 


SELMAN A. WAKSMAN. 
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CIRCUMCISION 
Sir,—Much as I appreciated last week’s “ essay on 
circumcision,’ I must object to the statement that 
Rabbinical circumcision is safe; nor do I consider it 
satisfactory. 

About two months ago I spent a considerable portion 
of one evening transfusing an infant circumcised by an 
expert Rabbi. The hemorrhage had to be controlled in 
the operating-room and the baby was hospitalised for 
two days. Subsequent examination revealed a perfectly 
normal blood picture. 

I know of other cases needing transfusion under the 
same conditions, and I have seen several babies con- 
siderably anemic owing to the insidious loss of blood 
which is easily overlooked for several hours. 

When properly handled the Gomko clamp gives excel- 
lent results in the newborn period. It is used quite 
widely by Rabbis also, but is not permitted by orthodox 
Jews. 

Oxford. P. G. BANISTER. 


INTRA-ARTERIAL TRANSFUSIONS 

Sir,—The apparatus described in 1941, to which 
Dr. A. Mackenzie and Dr. W. W. Mushin refer, was 
unknown to me owing to wartime conditions. Dr. 
Mackenzie says that the apparatus described by me ? 
is ‘‘ essentially similar.’’ This, however, is not correct. 
Drip chamber and glass float form only a part of my 
apparatus. In addition, it includes a blood filter and 
is designed for intra-arterial injections during transfusion. 
Furthermore it is so constructed that all parts can be 
easily detached and separately cleaned. 

According to Dr. Mushin the older outfit ‘‘ has become 
widely known in this country, if not the world”’ since 
1941. Yet I could not find this apparatus mentioned 
either in any recent publication on intra-arterial transfu- 
sion or in the American manual on blood-transfusion 
by DeGowin et al.’, which discusses modern transfusion 
techniques in great detail. 

Alexandria, Egypt. HARRY SCHAEFFER. 


E.C.T. MODIFIED BY SUXAMETHONIUM 


Sir,—I am grateful to Dr. Adderley and Dr. Hamilton 
for correcting an impression they gained, from reading 
my article (July 18), that electroconvulsive therapy 
(E.C.T.) is ever completely contra-indicated. I did not 
say so. I said that treatment was avoided whenever 
possible in certain cases, and I summarised the position 
as follows: ‘‘ Suxamethonium has enabled the benefits 
of £.C.T. to reach every mental hospital patient. There 
is no complete contra-indication.”’ 

I prefer not to treat cases of recent fracture because 
there may be slight leakage of suxamethonium from the 
vein and a fully paralysing effect may not have been 
produced. This occurred twice in 12 treatments recorded 
by Adderley and Hamilton. 

It is hard to see how inhalation of septic material 
from teeth or gums can be avoided in a completely 
paralysed patient being artificially respirated without 
rotating the patient on to his side. It is the paralysis 
rather than the depth of sleep that disables the swallowing 
reflex. 

I prefer not to treat cases of recent coronary thrombosis 
because I feel they may be more liable to syncopal 
death from vagal stimulation, and since writing my 
article I have had such a death in a hypertensive patient 
with coronary disease. 

The smaller hypertensive effect in the treatment 
I use is due to a smaller dose of suxamethonium 





1. Lancet, 1953, i, 1048. 

2. Ibid, p. 952. 

3. DeGowin, E. L., Hardin, R. C., Alsever, J. B. Blood Transfusion. 
Philadelphia and London, 1949. 

4. Adderley, D. J., Hamilton, M. Brit. med. J. 1953, i, 195. 
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25-35 mg. compared with 75 mg. This lower dose 
avoids the use of hypotensive agents which themselves 
may cause syncope. 

Adderley and Hamilton state that they have never 
seen prolonged apnoea and they think that it is caused 
by an unsuitable technique. Prolonged apnoea has been 
reported by so many observers that this statement must 
have amazed many anesthetists. It is another reason 
why I prefer to keep to smaller doses of suxamethonium. 

I do not think I have overestimated the dangers of 
treatment and I hope that the letter by Dr. Adderley 
and Dr. Hamilton will not induce a lack of caution 
in this matter. 

Middlewood Hospital, Sheffield. G. I. TEWFIK. 


CONTRACEPTIVE TECHNIQUE 

Smr,—Dr. M. H. Jackson’s letter last week regarding 
the use of ‘ Preceptin’ is timely. The wide advertising 
of this product as giving ‘‘ dependable conception control 
without a diaphragm ”’ is to be deplored. 

As Dr. Jackson suggests, the product will find its own 
level of usefulness for couples to whom the birth of a 
child would not be a serious matter, but where the health 
of the mother, or the welfare of the family, demands 
maximum safety in the method of contraception, the 
Family Planning Association is still of the opinion that 
a chemical contraceptive and a mechanical barrier are 
essential. 

JOSEPHINE BARNES 
Chairman, General Medical Subcommittee, 


London, S.W.1. amily Planning Association. 


Srr,—Having just encountered another unfortunate 
failure with ‘ Preceptin Vaginal Gel,’ despite the fact 
that the young woman concerned assiduously followed 
the instructions of the physician who specifically recom- 
mended this method to her, I feel bound to venture 
on a little simple arithmetic. 

According to the makers of preceptin the efficacy of 
their product, based on American evidence, is of the 
order of 97:9%, 98:2%, and 986%. Whether this 
applies to persons or, rather, to coitions, is not made 
at all clear. If the latter, as I suspect, then the average 
failure-rate is one for every fifty intercourses, Using 
now the data of Dickinson,! the most common frequency 
with which married couples in the United States indulged 
in coitus was two to three times per week. It looks, 
therefore, as though the average American wife using 
preceptin vaginal gel will find herself pregnant twice a 
year; or, allowing for the pregnancy and puerperium 
which, it appears, will inevitably follow, have a child 
once every year or so. 

London, 8.E.1. Roy GOULDING. 


REACTIONS TO PENICILLIN 

Sir,—In your leading article of July 11 you said : 

‘In Great Britain penicillin is not available to the public 
in chewing-gum and toothpaste, for example—as it is in 
America. This is a wise provision, and it places squarely on 
doctors the responsibility for seeing that patients are not 
needlessly exposed to the risk of sensitisation to penicillin 
and other antibiotics from their use for trivial infections 
or for no real reason.” 

This statement is not only misleading but inaccurate 
for the following reasons : 

(1) There is no penicillin toothpaste available. There is 
a penicillin toothpowder, but it is sold only on prescription. 
Chewing-gum and a number of types of troches are also avail- 
able, but again only on prescription. As a matter of fact, 
there is not a single penicillin preparation that may be legally 
sold in the United States for human use without a physician’s 
prescription. 

(2) Products such as penicillin toothpowder and troches 
are developed because of a demand from certain physicians 





1. Ford, C. S., Beach, F. A. Patterns of Sexual Behaviour. 
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and dentists. As the agency that certifies to the safety and 
efficacy of every batch of penicillin drugs sold in inter-State 
commerce in this country, we feel, as you do, that they 
should not be used for “ trivial infections.’ However, in 
this country we really do place the responsibility “ squarely 
on doctors ”’ to determine the proper use of such drugs. 
HENRY WELCH 
Director, 
Division of Antibiotics. 


Food and Drug Sain, 
Washington, 


APNG@A FOR BRONCHOGRAPHY 


Simr,—-In your issue of Aug. 8, Dr. Margaret Browne 
and her colleagues describe a technique “for broncho- 
graphy in children. Dr. E. A. J. Byrne and myself 
first described this technique in the correspondence 
columns of the British Medical Journal.1. We had then 
employed it successfully at the Lancaster Pzdiatric 
Clinie for some time. Our suggested dosages of thio- 
pentone and gallamine worked out somewhat smaller, 
and we certainly never had to wait more than ten 
minutes for the restoration of normal respiration. 

We found that leaving the endotracheal tube in situ 
had the double disadvantage of tending to produce 
bronchial spasm as anesthesia lightened, and that the 
tube itself tended to become blocked with secretion, 
especially in patients with severe bronchiectasis. The 
patients appeared to drain their secretions and residual 
‘Lipiodol’ quite adequately without a tube, and in the 
head-down position advocated by Dr. Browne and her 
associates. 

Hove. WiLuiaM R. SPACEK. 


PREVENTION OF DUST DISEASES 


Srr,—Dr. Joules, in his letter of Aug. 8, has rightly 
drawn attention to the serious nature of the pheumo- 
coniosis problem. But his statement that the air in 
factory, mine, and town receives scant consideration is 
@ most surprising one, certainly in so far as the mines 
are concerned. 

Ever since the problem was recognised, at first in South 
Wales and later in other coalfields, there has been a steady 
increase in the measures taken to deal with dust in the 
mines. Nationalisation provided the opportunity to 
integrate and intensify the dust-suppression campaign. 
The figures in table 1 give some indication of what has 
been achieved in suppressing dust on the coal face 
alone. 


TABLE L--YARDS OF COAL FACE TREATED BY DUST SUPPRESSION 
METHODS 
% of total length of 
Yards treated face requiring treatment 
Date et ai ities 3 
Gt. Britain | S. Wales: | Gt. Britain | S. Wales 
May, 1949 .. | 90,929 33-9 93-8 
Sept., 1950 .. | 95,001 54-4 99-2 
EDS)... 90,872 69-6 99-7 
» .2BdR .. 90,466 80-0 99-9 
June, 1953 95,027 87:7 100-0 





Obviously dust suppression cannot be efficiently carried 
out without a know ledge of the amount of dust in the 
mine air. Table 1 illustrates the increase in dust 
measurement which has taken place in recent years. 

Though the industry has done much to control. the 
dust hazard in the mines in recent years and has spent 
many millions of pounds in so doing, it is well aware 
that much more remains to be done. The pneumo- 
coniosis problem is being kept under continuous and 
searching review by both management and unions in the 
industry and also by the National Joint Pneumo- 
coniosis Committee—a committee of the Ministry of 
Fuel and Power on which all interested Government 
departments and also the National Coal Board and the 





1. Brit. med. J. 1950, i, 1429. 
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TABLE II-—TOTAL DUST SAMPLES TAKEN AND ANALYSED 


1 Thar ot : 
Year ended | Thermal precipitator Rapid samples 


samples 
Sept., 1950 .. 4: oe 1,600 432.000 
aa pee 2. me 10,300 636,000 
»» 1952 .. se 36,900 1,140,000 
June, 1953 . 48,100 1,025,000 


* Nine months. 


National Union of Mineworkers are represented. I 
cannot therefore believe that any fair-minded reader 
would share Dr. Joules’s view that it receives scant 
consideration. 

It is difficult to know what is in Dr. Joules’s mind 
when he says that no medical voice is heard from the 
mining areas demanding that this waste of human life 
be prevented. Dr. Joules may rest assured that the 
doctors within the industry—and there are now sufficient 
of them to exercise an effective influence—have lost 
no opportunity to emphasise the importance of the dust 
hazard and to urge its reduction by every practicable 
means. The control of pneumoconiosis can only be 
achieved by team-work between doctors, scientists, and 
engineers and all these are working hard with this end 
in view. If Dr. Joules will refer to the contemporary 
literature of industrial medicine he will find many valu- 
able papers, a fair proportion from mining areas, describ- 
ing research which has an important bearing on the 
prevention of pneumoconiosis. Surely patient research 
work and application of the results is more likely to 
effect a greater improvement in mining conditions, now 
and in the future, than popular declamation about 
present prevalence, which, it is too seldom appreciated, 
is a heritage of the past. 

National Coal Board, 

Hobart House, 


Grosvenor Place, 
London, 8.W.1,. 


JOHN ROGAN 
Chief Medical Officer. 


Sir,—Dr. Joules does well to bring to our notice 
the extent to which air pollution exists in this country 
and in emphasising both the danger that this represents 
to the health of the community and the apparent 
lack of concern about this problem amongst medical 
men, especially in the mining areas. Dr. Triger 
(Aug. 15) rightly points out that medical men in these 
areas are ‘‘ by no means unaware of the size and import- 
ance of the problem,” but suggests that had Dr. Joules 
based his calculations on necropsy reports, then he would 
not be nearly so concerned as he evidently is. It would 
be helpful if Dr. Triger would let us have his own estimate 
of the extent of this problem in the South Wales coal- 
field, based on his experience of necropsies on miners. 
Meanwhile, such figures as are available reveal quite 
clearly that complacency amongst medical men relative 
to this problem is more to be condemned than is an 
attitude of concern, or even Over-concern. 

The 36,000 men certified as suffering and disabled 
from pheumoc oniosis, and the 2500 as having died from it 
since 1938, in the South Wales coalfield must surely 
serve as a grim warning to all contemplating lifelong 
service as an underground worker in this industry. 
Yet, surprisingly enough, there are still over 100,000 
men working in the South Wales pits. How has this 
come about ? 

It is a case of the carrot and the stick. On the one 
hand, since the beginning of the coal shortage, it has 
been assiduously put about that the dust problem in the 
mines is virtually solved. No evidence to this effect 
exists, as far as I am aware. Indeed, some new cases 
have been revealed amongst the youngest miners during 
the survey of the Rhondda Fach, to which Dr. Joules 
referred. On the other hand, various barriers exist 


which undoubtedly keep men in the mines who might 
otherwise prefer to safeguard their lungs despite the 
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assurances which they have been given. Little alterna- 
tive employment is available even now for pneumoconiotic 
miners in South Wales. The 10 Grenfell factories for 
those disabled from pneumoconiosis had, by 1952, 
provided work for only 148. Disablement benefit, 
on average, amounts to no more than 7s. 6d. per week. 

There are probably over 5000 certified pneumoconiotics 
employed in the mines of South Wales today. It is 
true that they are all supposed to be working under 
‘“‘approved conditions’’—but are they in fact? In 
any case, the obvious and ideal solution is that miners 
found to be suffering from certifiable degrees of pneumo- 
coniosis should be guaranteed suitable alternative 
employment without loss of earnings. There must 
surely be an element of gambling with human life and 
health when miners with pheumoconiosis are enc ouraged 
to continue working in the pits. 

Certain it is that the present methods of ‘ disposal ”’ 
of miners suffering from pneumoconiosis are not calculated 
to increase the number of recruits to this vitally important 
industry. 

Hengoed, Glamorganshire. T. Francis JARMAN. 
RADIOACTIVE-IODINE STUDIES IN NON- 

ENDEMIC GOITROUS CRETINISM 


Sir,—We wish to thank Mr. Oliver and Dr. Ellis 
(July 18) and Dr. Costa (July 25) for their comments on 
our article in your issue of June 6. 

We agree with Mr. Oliver and Dr. Ellis that examina- 
tion of the full urinary excretion curves in our cases 
indicates their unusual nature, and supports our opinion 
that there was a block in the synthesis of the thyroid 
hormone. We also agree that isolated radioactive-iodine 
tracer studies may be misleading. Our finding in hypo- 
thyroidism of substantial amounts of protein-bound [*! 
might, without reference to the clinical state of the 
patients, have been too readily accepted as evidence of 
thyrotoxicosis. The unusual nature of our cases was, 
of course, obvious on clinical observation alone, and we 
consider that when the clinical assessment indicates that a 
case of thyroid dysfunction is in some way out of the 
ordinary it is well worth investigating the patient by 
gland-uptake, plasma-iodine, and urine-excretion studies 
combined and in as much detail as possible. 

The conclusion that amounts of protein-bound [}*! 
above 0-4% per litre of plasma indicate thyrotoxicosis } 
and the ‘assumption that protein-bound iodine is 
essentially circulating thyroid hormone are usually true. 
That they are not invariably so may be diagnostically 
inconvenient but physiologically intriguing and supports 
our plea that detailed investigations should be made to 
determine the true identity of the substances which we 
are measuring. In relation to our finding of an unidenti- 
fied iodinated complex in goitrous cretinism, it is 
interesting to note that Robbins et al.* have recently 
found, in the serum of patients with thyroid carcinoma 
who had received therapeutic doses of radioactive- 
iodine, an iodine component, entirely precipitable with 
the serum-proteins and only partially soluble in butyl 
alcohol, which is neither thyroxine or triiodothyronine. 

We were interested to read of Dr. Costa’s findings in 
endemic and familial cretins. His finding of thyroxine 
in the serum of an endemic cretin who has been given 
iodine is, of course, what one would expect provided the 
enlarged and iodine-deprived thyroid gland retains some 
functional capacity. It was the apparent absence of 
thyroxine in the plasma of. one of our non-endemic 
goitrous cretins which, with other observations, led us to 
conclude that in these patients there was an intrinsic 
defect in hormone synthesis within a thyroid gland 





1. Macgregor, A. G., Miller, H., Blaney, P. J., Whimster, W. 8S. 
Brit. med. J. 1953, ii, 21. 


2. Robbins, J., Rall, J. E., Rawson, R. W. 


J. clin. Endocrin. 
1953, 13, 852. 


which was not being deprived of an adequate supply of 
iodine. 

Finally, we wish to comment upon Dr. Costa’s use of 
the terms ‘ hypothyroid,’’ ‘‘ euthyroid,’ and ‘ hyper- 
thyroid.’ In our opinion, these terms should continue, 
as in the past, to refer to the clinical state of the patient 
and should not be used to refer to the functional state 
of the thyroid gland. As Dr. Costa points out, a cretin 
may have an overactive and hyperplastic thyroid gland, 
but he is a cretin because the gland is failing to produce 
or liberate sufficient thyroid hormone to meet the needs 
of the tissues ; such a patient is in a hypothyroid state 
and we do not think the term ‘‘ hyperthyroidism ”’ should 
be used in these circumstances. 

Royal Infirmary and Royal E. M. MoGras 

Hospital for Sick Children, Glasgow. J. H. Hurcuison. 


THE KIDNEY AND METABOLIC DISEASE 


Str,—Your leading article of July 25 demonstrates 
the growing uncertainty about the exact interpretation 
of the so-called Fanconi syndrome. This term is being 
increasingly used to describe a wide variety of symptoms 
and signs, and the application of findings in one group of 
cases to another is making confusion worse confounded. 

Fanconi, in his original publication,’ describes 
‘nephrotic-glycosuric dwarfism with hypophosphatzemic 
rickets ’’ as characterising his syndrome, and amplifies 
his description later by the inclusion of cystine storage # 
and general aminoaciduria * as further important features. 
How diffuse and ill-defined this syndrome becomes in the 
absence of one or two of the essential features (especially 
cystine storage and aminoaciduria) is illustrated in the 
excellent survey by McCune et al.4 They divided 39 
cases from the literature into 10 different groups, based 
on the combination of two or more cardinal symptoms ; 
and they concluded that, if applied to so wide a variety 
of syndromes, the disease is ‘‘no sharply definable 
clinical entity.”’ 

The position has become still more confused since a 
syndrome in adults with some, but by no means all, of 
the above charaeteristics has also been named Fanconi 
syndrome, and since findings in this condition are freely 
taken as applicable to the children’s disease. 

Thus, you quote as “ a typical case of Fanconi syndrome in 
adults’ the patient of Cooke et al.,° though there was no 
mention of aminoaciduria in this case, the patient was not 
dwarfed, and the necropsy revealed no cystine storage. 
Cystine storage has in fact never been shown in adults, but 
it was an essential feature of every one of the 21 patients we 
have observed so far in childhood ; and the consistency of this 
finding prompted us to define them as suffering from “‘ cystine- 
storage disease with aminoaciduria and dwarfism ’’ or, more 
briefly, from Lignac-Fanconi disease. Lignac * was the first 
to describe in detail cystine-storage disease. The other 
essential feature of this condition, besides dwarfing, is amino- 
aciduria of a characteristic pattern,’ which is different from 
that described by Anderson et al.* in their adult patient. If 
adult cases of Fanconi syndrome are still called typical, 
despite absence of such essential features, what exactly does 
the name mean ? 

How far the findings in Lignac-Fanconi disease or in other 
Fanconi syndromes are primarily due to proximal tubular 
dysfunction is still a matter of conjecture. Cystine storage 
cannot be explained in this way. Darmady’s elegant demoa- 
stration ® of morphological tubular changes does not confirm 





. Fanconi, G. Jb. Kinderheilk. 1936, 147, 299. 

. Fanconi, G. Helv. pediat. acta, 1946, 1, 183. 

. Fanconi, G., Bickel, H. Ibid, 1949, 4, 359. 

McCune, D. J., Mason, H. H., Clarke, H. T. 
Child. 1943, 65, 81. 

. Cooke, W. T., Barclay, J. A., 
Arch. intern. Med. 1947, 80, 147 

. Lignac, G. O. E. Dtsch. Arch. klin. Bias Bs 145, 139. 

Bickel, H., Smallwood, W. C., Smellie, . Hickmans, E. M. 
Acta pediat., Stockh. 1953, 42, suppl. 90: 

i ag I. A., Miller, A., Kenny, A. P. 


Amer. J. Dis. 
Govan, A. D. T., Nagley, L. 


Quart. J. Med, 1952, 
J. Path. Bact. 1953, 
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the hypothesis of a primary renal lesion, as you suggest. 
These changes might equally well be the manifestation of an 
acquired secondary renal lesion. In the two youngest cases 
of Lignac-Fanconi disease, Hottinger!® and Drablos"™ failed 
to find any kidney lesion whatsoever. 

I feel that in the present staté of our knowledge we are 
not justified in cloaking under one term conditions which 
do not certainly, or even probably, belong to one clinical 
entity. Until we know more of the true nature of such 
eases and of their renal and prerenal pathogenesis, it 
seems safer to separate syndromes which, although 
presenting some common features, are probably mani- 
festations of different diseases. 


The Children’s Hospital, 
Birmingham. 


CACAL INJURIES 

Sir,—Tramping endlessly around a little treadmill 
of emergency operations, the depressed surgical registrar 
has time to reflect on other things besides the length 
of his sentence; perhaps the removal of one’s 500th 
appendix—the large majority necessary operations— 
is a personal landmark of a rather inferior sort. 

Of my first 500, only 22, mostly those done fourteen 
years ago, were treated by invagination of the appendix 
base. The remaining 96°, have been treated by simple 
carbolisation of the crushed and ligated stump; in 
none of these cases has there been any reason to regret 
leaving the base free to come into contact with the 
peritoneum and great omentum, which are so well 
designed to deal with infection. To push this avascular 
and infected stump into a small artificial cavity of 
cecal wall is surely unreasonable, even if sometimes 
sesthetically more pleasing. I have seen troubles due to 
cxcal injury following this fussy and futile base invagina- 
tion. On two occasions another emergency operation had 
to be done to undo colic intussusceptions developing 
weeks and months after appendicectomy with invagina- 
tion, where these small deliberate intusussceptions 
had been the starting-points of larger disasters. On 
many occasions I have seen unnecessary anxiety caused 
by pricking of vessels in the cecal wall: one always 
wonders just how deeply the needle, dipping like a 
dolphin around the stump, penetrates the cxcal wall. 

The argument sometimes used, that the stump will 
become adherent if not invaginated, is of doubtful 
validity ; I have only had two opportunities of seeing the 
cxcum years after having done unburied-stump appendi- 
cectomy, but in both of these the site of the appendix 
was smooth, unattached, and lying free. 

Yet base invagination still continues to be the rule 
rather than the exception after appendicectomy: no 
well-founded reasoning has ever been put forward in 
favour of it, but apathy and custom have long sanctified 
the ritual. But in these parsimonious days there is a 
new consideration ; I am delighted to find that I have 
now saved nearly a quarter of a mile of catgut on 
atraumatic needles, enough to allow me to wind it, 
not without difficulty, twelve times around Waterloo 
Bridge. 


H. BIcKEL. 


Ipswich. EDWARD ELMHIRST. 


EPIDEMIC GLANDULAR ENLARGEMENT 

Sir,—In 1947 I collaborated with Dr. F. R. Buckler, 
of Shepton Mallet, in the investigation of a febrile illness 
among the boys in a preparatory school. The leading 
features were glandular enlargement and an eosinophilia 
of 5-30%. About 1 in 4 of the boys showing enlarged 
glands had a sore throat and fever which lasted only a 
short time. No abnormal cells were found in the blood, 
the Paul-Bunnell reactions were negative, and no 
intestinal parasites were found. This epidemic was 
described by Dr. Buckler. 





10. Hottinger, A. Ann. pediat. 1947, 169, 277. 
11. Drables, A. Acta pediat., Stockh. 1951, 40, 438. 
12. Buckler, F. R. Arch. Dis. Childh. 1948, 23, 90. 


THE EDITOR [aucustT 22, 1953 

Two years later I saw a similar phenomenon in a village 
elementary school. Only 2 children had needed the 
attention of a doctor, who made the reasonable diagnosis 
of “glandular fever.’’ Laboratory tests gave results 
like those described above, and an examination of all 
the children in the school showed that more than half 
had enlarged cervical or axillary glands and eosinophilia. 
Since then I have seen the same thing in a single child 
whose schoolmates could not be examined. 

Today I have seen another example of this condition 
which tempts me to call attention to it. To define 
‘‘glandular fever’’ is not easy, but the disease which 
I have seen shares with the usual picture of that disease 
only the glandular enlargement and, in the more severe 
cases, the sore throat.1* From its mildness and favourable 
outcome (within my small experience), it is not likely 
to be seen by the specialist in children’s diseases, but the 
simultaneous occurrence of enlarged glands in a com- 
munity of children, some of whom are mildly ill, might 
provide a pointer to its presence. I do not know if it is 
a disease sui generis, a forme fruste of some common 
ailment, or an occurrence too common to be mentioned 
in the textbooks. Perhaps others who have greater 
opportunities than I of seeing children in communities 
may have observed this condition and be able to add 
to our knowledge of it. 


Public Health Laboratory, 


aunton. J. A. Boycort. 


KERNICTERUS 

Sir,—I am investigating the pigments occurring in 
the blood and tissues of infants affected with haemolytic 
disease of the newborn, and there is at present an extreme 
shortage of post-mortem material from infants dying of 
kernicterus. May I ask your readers whether they can 
help me ? 

The specimens should preferably be unfixed, for formalin 
and alcohol seem to affect the pigments. I can arrange for 
specimens to be collected within a radius of 100 miles of 
Manchester if a telegram or telephone message is sent to 
Urmston 4022 or Sale 3111. 

I would be very grateful for such codperation. 


>, r s j 
Park Hospital, D. C. A. Brevis 


Davyhulme, . 
Urmston, near Manchester. Consultant gynecologist. 


CANCER PROPAGANDA 

Srr,—Whatever views may be held by medical men 
and laymen alike on the advantages of lay educational 
propaganda on cancer, there is still no possible doubt 
that those called upon to deal with cases of cancer see 
far too many late cases and far too few early ones. The 
incidence of stage-1 carcinoma of the cervix seen in our 
unit is only 6%, while the delay from the first symptom to 
the first active treatment is still six months. 

It is evident, therefore, that something is urgently 
necessary to improve our present efforts to obtain earlier 
treatment for our cases. 

Mr. Malcolm Donaldson, who has worked untiringly in 
this cause for so many years, has surely shown convinc- 
ingly, in his work in Yorkshire, that more than half the 
general practitioners consulted are prepared to give 
support and, indeed, active help, and that the majority 
of the lay public—883 out of 896—who were also 
interrogated were in favour of the lectures they were 
given. 

That less than a quarter of the 21,040 general practi- 
tioners to whom letters were sent by the British Empire 
Cancer Campaign were sufficiently interested even to 
answer the circular is surely nothing to be complacent 
or self-congratulatory about and entirely supports 
Mr. Donaldson’s contention that greater interest must be 
roused. 





13. Fullerton, H. W., Smith, J. In Modern Practice in Infectious 
Fevers. London, 1951. 
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In the last annual report (the 8th) of the Radium- 
hemmet, Stockholm, on the Results of Treatment in 
Carcinoma of the Uterus, one finds that of the 79,000 
or so cases of carcinoma of the cervix analysed, only 
about one-third survived for five years, and only 17% 
were stage I and 36% stage 11 when seen at the hospital 
treating the cases. Some centres in Britain can show 
similar percentages, but such large centres as Cardiff, 
Leeds, Manchester, Sheffield, and Southampton saw only 
6, 11, 7, 11, and 8% stage-1 cases of carcinoma of the 
cervix respectively. On the whole the British centres 
are not receiving as many early cases as those abroad. 

Cancer is a fell disease and if, by education of the 
public on the lines suggested by Mr. Donaldson, even one 
case came early for treatment, the work would be fully 
justified, and we who deal with so many distressing 
cases would wholeheartedly rejoice. 

Let us hope that the good work of York will be 
repeated elsewhere ; and why not obtain the opinion of 
consultants in every specialty? They see so many 
cases, 


Pemb Hos ital, x 
” “Went. . E. D. Grassy. 


SURGICAL TREATMENT OF VARICOSE VEINS 


Smr,—In his letter of Aug. 8, Dr. Stanley Rivlin does 
less than justice to the stripping operation. In properly 
selected cases this method gives the best guarantee 
against recurrence, and cosmetic results equalled by no 
other treatment. In an experience of this method 
extending over five years, I have seen no more serious 
complication than a bruise and have never had any 
occasion to regret using this procedure. 

I suggest that, if Dr. Rivlin gave this method a proper 
and fair trial, he would not commit himself again to such 
unsupported criticism. The medical textbook he quotes 
as an authority does not represent the views held in many 
clinics and hospitals in the United States. 


London, W.1. F. N. GLover. 


PREVENTION OF POLIOMYELITIS 


Sir,—As the report of the Poliomyelitis Committee 
of the Royal College of Physicians (Aug. 8, p. 294) 
points out, poliomyelitis should be treated only in 
institutions where the staffing and equipment are 
adequate. Nevertheless, it is better not to contract 
poliomyelitis than to have it half-cured under the 
best possible conditions ; and it is, therefore, with relief 
that we turn to the thoughtful and courageous article 
by Dr. Agerholm in the same issue. It is unusual, and 
therefore very welcome, to find a doctor from a surgical 
unit taking such a deep and intelligent interest in the 
prevention of an infectious disease, and our admiration 
is intensified when we note the comprehensiveness of 
the measures suggested for the treatment of the whole 
problem of poliomyelitis. While, however, her general 
thesis is unexceptionable, there are one or two points 
which will not meet with complete agreement. 

Dr. Agerholm quotes Dr. W. H. Bradley as suggesting 
that the increased virulence of the disease, coupled with 
a shift of the predominant age-incidence to the later 
quinquennia, appears to have been related to an exalta- 
tion of infectivity. But she will not accept this and 
suggests as an alternative that recent epidemics of 
poliomyelitis are due to a completely new organism to 
which the general public has no immunity, and that 
the virus of epidemic poliomyelitis is antigenically 
heterologous compared with that of endemic polio- 
myelitis. She points out that one-third of the patients 
are now over 15 years of age and the majority of the 
deaths are in adults. Dr. Agerholm is in good company 
when she draws the rather facile conclusion that because 
poliomyelitis kills more adults than children it is more 
dangerous to adults than to children. This is not so, 
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and acceptance of this view is having unfortunate effects 
on many medical students and young doctors. The 
number of deaths in Sheffield is very much greater than 
the number of deaths in Tipton, but this does not mean 
that Sheffield is a more dangerous place to live in than 
Tipton. It merely means that there are far more people 
in Sheffield than in Tipton. Similarly, there are far more 
adults in this country than children, and it is necessary, 
therefore, in investigating the age dangers of this disease, 
to classify the deaths in quinquennial periods. The 
accompanying table shows this clearly. 

Column 10 shows that the most dangerous quin- 
quennium is the first, accounting for almost 1 out of 
every 5 deaths in 1947-51, and that the next most 
dangerous period is the second quinquennium. Roughly 
speaking, the disease then decreases in intensity slightly 
at first and more quickly in the older age-groups. It 
might be objected that the populations of the various 
quinquennia are not the same for each, but column 11 
shows that the picture is not materially altered when we 
estimate the death-rate per million persons living in 
each quinquennium., 

A difficulty about drawing conclusions from any table 
is that unfortunately no-one really knows the number 
of deaths from poliomyelitis in England and Wales. The 
two authorities most frequently quoted are the Registrar- 
General in his statistical reviews and the Chief Medical 
Officer of the Ministry of Health in his annual reports. 
The table is taken from the former, because the latter 
does not divide his figures into quinquennial groups. 
These two never agree, but the figures at the end 
of the table show that the numbers of deaths estimated 
by the Chief Medical Officer are not materially different 
from those of the Registrar-General. 

The figures quoted in the table are hardly definite 
enough to give convincing support to either explanation 
—that the new factor is an exaltation of virus virulence 
or that the organism is a new one with antigenically 
heterologous characteristics. But one is inclined to 
suggest that the changing scene in 1947-51, compared 
with 1939, is more consistent with the exaltation theory. 
One would expéct that if a virus were exalted, all age- 
groups would be affected, that the most susceptible 
—i.e., the infants—would suffer most, and that other 


DEATHS FROM POLIOMYELITIS, 1939 AND 1947-51 
(Figures taken from Registrar-General’s Statistical Review) 





2g 
= 8 
Re 
5S 
Age (1939 1947/1948 /1949) 1950/1951 ads 
nee 
a= 4 
$6 ¢ 
(1) (2) (3) | (4) | (5) | (6) | (7) | (8) | (9) | 40) | (11) 
0-5 39 27-4 |133 | 23 |129 |164 41 490 19-6 132 
5-10 30 21-1 85 30 92 96 28 331 13-2 104 
10-15 23 | 16-2 83 | 20 57 57 8 225 8-9 7 
15-20 16 11-3 79 | 36 | 62 79 14 270 10-8 99 
20-25 9 6-3 | 67 32 70 82 17 268 10-7 93 
25-30 9 6-3 | 81 26 71 90 14 282 11:3 87 
30-35 6 4-2 | 64 | 19 | 66 | 61 | 28 | 238 9-5 76 
35-40 4 2-8 40 20 43 44 14 161 6-4 48 
40-45 1 0-7 | 28 | 17 | 24 | 28 | 16 | 113 45 | 34 
45-50 2 1:4 10 6 12 14 x 50 2-0 16 
50-55 1 0-7 7 2 11 10 30 1:2 11 
55-60 1 0-7 2 3 5 7 1 18 0-7 7 
60-65 1 0-7 4 3 4 2 13 0-5 6 
65-70 oe : 1 1 q 2 8 0-3 4 
70-75 4 1 1 6 0-2 4 
75-80 at “— 1 . es 
80-85 . 
85 ‘ re 
Total ..|142 99-8 688 (239 651 {734 |191 (2503 99-8 57 
Chief 
Medical | | 
Officer’s 
figures 707 |241 (657 {755 [217 |2577 
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age-groups would show more cases and more deaths, but 
that the highest incidence and the highest death-rates 
would still be in infancy. The table suggests that this 
is so. If the epidemic virus were a new one attacking 
a virgin community one would expect little or no age 
differentiation. 


Smethwick. Huau Pav. 


Srr,—Dr. Ritchie Russell, in commenting last week 
on Dr. Agerholm’s article, asks us to make rather a 
large assumption, and perhaps an even more curious 
inference. ‘‘ Let us suppose,’ he writes, ‘ that over 
half the inhabitants of the Isle of Wight have, as a result 
of the outbreak, developed immunity to this ‘new’ 
virus, then the Isle of Wight may see little of the disease 
for several years to come.’’ In the first place we have 
no grounds for making such an assumption. We have 
no information whatsoever as to what number of contacts 
develop immunity, and even if we had, it would hold 
good only for one of at least three types of virus that 
may cause poliomyelitis, none of which confers any 
worthwhile immunity against the others. 

But let us suppose for a moment that Dr. Russell 
is right. Then by doubling the number of cases (if we 
knew how) we could ensure the immunity of the whole 
population, and thus, presumably, banish poliomyelitis 
from the island altogether. This, unfortunately, is 
nonsense, for if there is one inferencé which the figures 
force us to draw, it is that once poliomyelitis appears 
in a community in epidemic form, it will continue to 
appear, and on an ever-increasing scale for what would 
seem to be an indefinite period. Thus the average 
figures for the U.S.A. show an increase of about 500% 
for the past few years over those of the decade 1930-40 ; 
and Denmark, after a series of epidemics in the 30s, 
had its greatest epidemic of 1944 completely over- 
shadowed last year. 

In the circumstances, we haye no option but to carry 
out all possible measures of isolation in order to contain 
the disease as best we can, even though the mechanism 
by which it is normally spread still eludes precise defini- 
tion. Quite clearly close personal contact is a most 
important factor; but of those, like Dr. Agerholm, 
to whom it is the only one, I would ask : Why does this 
disease in every country reach its peak in the autumn, 
when the population as a whole spends more time out 
of doors that at any other period of the year, and above 
all when the schools, those incomparable disseminators 
of infection, are closed ? 

South Middlesex Hospital, 

Isleworth. 


G. E. BREEN. 

Srr,—Dr. Agerholm makes the remarkable state- 
ment that ‘ Poliomyelitis now kills more people 
than any other common conimunicable disease except 
whooping-cough and influenza.”’ 

One might imagine that the mention of tuberculosis 
was omitted through a typist’s error, were it not that 
appreciation, by many eminent members of the medical 
profession, of the size of the problem of tuberculosis as 
an infectious disease is as inadequate as the facilities at 
present available to control it. 

More than thirty times more people died of tubercu- 
losis in England and Wales in 1947-51 than from polio- 
myelitis—often after many months or years of disable- 
ment. Each year 40,000 new cases are notified. 

I am sure Dr. Agerholm is aware of these figures ; but 
many who read her article may be misled by the state- 
ment I have quoted into thinking that chemotherapy 
has already practically wiped out tuberculosis as a cause 
of death. 

The mortality and infectivity of patients suffering 
from tuberculosis have certainly fallen dramatically in 
the last few years, and perhaps in twenty years or less 
the total mortality may be comparable to that of polio- 
myelitis at present. 


MEDICINE AND THE LAW 
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Until then, strenuous efforts are needed, and much 
further research is required into the epidemiology of 
tuberculous infection and the development of the disease. 
As with poliomyelitis, there is still a great deal to 
learn. 


Chest Unit, 


United Oxford Hospitals. W. S. HAMILTON. 





Medicine and the Law 





Professional Secrecy Relaxed 


THE Times of Aug. 11, in a despatch from its Rome 
correspondent, reported an instance in which a priest 
had broken the secrecy of the confessional in order to 
rectify a serious miscarriage of justice. Carlo Corbisiero, 
serving a life sentence for murder imposed on him some 
twenty years ago, appealed to the Naples Court of 
Appeal. Don Aniello Corte, formerly a prison chaplain, 
gave evidence that another prisoner, Enrico Manzi, 
had confessed to him that he was guilty of the murder 
for which Corbisiero was punished. Manzi, in making 
this confession to the priest, had added ‘‘ When you 
learn of my death, you must inform the judicial 
authorities of what I have told you.’’ Manzi died in 1936. 
The reason why Don Corte did not take action earlier 
is not given; presumably he was unaware of Manzi’s 
death. The Court of Appeal has ordered the release of 
Corbisiero. 

As medical practitioners well know, the absolute 
privilege which is accorded by courts of law to barristers 
and solicitors is not extended to the doctor or the priest. 
Professional privilege, however, exists for the benefit 
of the client and not for that of the lawyer ; the client 
can release the lawyer from the obligation of secrecy, 
and there would seem to be no reason why the lawyer’s 
lips should necessarily continue to be sealed after the 
client’s death. The discipline of his sacred office may bind 
the priest to keep for ever the secrets of the confessional. 
What is the position of the doctor when the patient is 
dead ? Whether in the witness-box or in private con- 
versation, may he not regard himself as free to use his 
own judgment as to disclosure, bearing in mind the nature 
of the confidence ? 


Poisoning by Lighter Fuel 


The death from petroleum poisoning of a baby girl, 
aged 4 months, was the subject of an inquest at Guildford. 
Her 2-year-old brother had been found beside her pram 
with an empty bottle of lighter fuel. Reporting on the 
post-mortem findings, Dr. David Haler said that she 
had died as the result of inhaling and, to a lesser extent, 
swallowing highly volatile petroleum spirit. He added 
that he did not think that it was sufficiently realised 
that petrol was an anesthetic and could be extremely 
dangerous if inhaled. Moreover, there was no very 
effective treatment for this kind of poisoning. A verdict 
of accidental death was recorded. 


A Dangerous Tap 


During a minor operation at a Birmingham hospital 
the tap of a carbon-dioxide cylinder was accidentally 
turned on. The patient died. At the inquest? it was 
said that this particular tap stood out further than 
the other taps on the anesthetic machine, and that it 
required only a 45° turn to make it full on. The chief 
coroner’s Officer said in evidence that when the anesthetist 
was demonstrating to him how she had assisted during 
the preparation of the patient for operation, she had 
touched the tap without being aware of it and the tap 
had been turned on. 





1. Times, Aug. 1, 1953. 
2. Manchester Daily Dispatch, Aug. 8, 1953. 
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AND 


Notes and News 





EPILEPSY 


THE British Epilepsy Association, founded in 1950 as a 
memorial to the late Dr. Tylor Fox, is growing steadily, if 
somewhat slowly, in size, while its work is growing steadily 
and fast. The annual report for 19521 tells of two important 
new projects—a parents’ society, and a scheme for a residential 
settlement on the lines of Papworth. The parents’ society has 
already made a good start by arranging for the sharing of visits 
to patients in epileptic colonies. Some parents and relatives 
find it impossible to make regular visits, because of distance 
and high fares ; so parents have agreed to take turns in sharing 
their visits among several children—thus reducing the painful 
disappointment of those who are unvisited. Relatives who 
would like to make use of this service are invited to write to 
the secretary of the association. The settlement scheme is 
still only on paper, but the plan is to found a village where 
epileptics who wish can live with their families, and support 
themselves by market gardening, and pig, bee, and poultry 
keeping. Training in industry and in horticulture would be 
offered, both for open and sheltered employment, and residents 
would be able to live a relatively sheltered life under medical 
supervision. It is a generous idea, and one which should suit 
a selected group of epileptics; but the chief aim of most 
epileptics, of course, is—and very rightly—to live a normal 
life among normal people, for they would like to be integrated 
with the community rather than segregated from it. The 
association has this in mind, and hopes to include a hostel 
in the settlement, where some of the single members of the 
community might live while working outside the village— 
perhaps in one of the new towns. 

Much of the present work of the association consists in 
dealing with inquiries. Some 360 were answered in the year, 
many of them from almoners and psychiatric social workers. 
Information was given about employment, lodgings, holidays, 
convalescence, permanent placement, and many other subjects 
concerned with the effect of epilepsy on people and their 
families. It was possible to give much constructive help. 

A lad who had been offered training in clerical work, which he 


hated, was transferred to a gardening course, which was what he 
wanted to do. 

A man who had been in irregular employment for years after 
developing epilepsy, improved greatly after a period of convalescence, 


~— association persuaded his original employers to take him 
back. 


A boy of 16, on the verge of losing his job because of increasing 
numbers of attacks, was sent back to see the consultant who had 
treated him some years before. His drug was changed and his fits 
stopped completely. 

A social club, begun in the Victoria Street office of the 
association, has outgrown this accommodation and now meets 
at the Abbey Community Centre in Marsham Street. There 
is a well-developed spirit of comradeship in the club, and 
members are always willing to help each other. Some who 
would otherwise come are kept away by the expense of the 
journey ; the association is therefore considering opening a 
fund to help with fares. Plans are also being made to open 
more clubs, in outlying districts. In its campaign to relieve 
epileptics from the social ostracism and financial hardship 
which they so commonly experience, the association needs the 
help of doctors, who might do much by encouraging their 
epileptic patients to become members. It is not yet widely 
enough understood how much the association can offer its 
members in the way of advice, support, and friendship. 


A NEW JOURNAL OF MEDICAL HISTORY 


MEpIcaL historians will welcome a new journal? from 
Venezuela devoted to their specialty or hobby. The first 
number includes a careful and useful calendar for September 
to December giving the dates of the birth and death of many 
medical and scientific men and the dates when discoveries 
were made or announced to the world. A notable article 
deals with the history of medicine in Caracas, with biographical 
details of the early practitioners ; this is a reproduction of a 
paper by Dr. José Maria Vargas presented so long ago as 
1829 to the Medical Society of Caracas. Dr. Sanchez Martin 
contributes a _ Rene, in memoriam, of Franz Jahnel the 





1. Obtainable from the Secretary of the British wea Association, 
136, George Street, London, W.1. Pp. 19. 

2. Revista de la Sociedad Venezolana de Historia de la Medicina. 
Vol. 1 no. 1, Jan.—April, 1953. Published under the auspices 
of the Ministerie de Sanidad y Asistencia Social. 
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neuropsychiatrist, and there is a comprehensive history of 
the hospitals in the Federal district of Caracas from pre- 
Columbian days. 

Perhaps it is a pity that no summaries in English, French, 
or German appear; but in its scope and object and achieve- 
ment the journal is something of a reproach to our own 
country which, despite the wealth of its records, still lacks 
a journal devoted entirely to the history of medicine. 


MANUFACTURE OF AUREOMYCIN 


UNDER regulations! which come into effect on Sept. 1, 
aureomycin for parenteral injection and preparations contain- 
ing aureomycin for injection will be added to the schedule 
to the Therapeutic Substances Act, 1925, as substances 
the purity or potency of which cannot adequately be tested 
by chemical means. The effect of the regulations will be 
that aureomycin intended for this purpose may not be manu- 
factured for sale except under licence and in conformity with 
prescribed conditions as to strength, quality, and purity. 


AIR TRAVEL 


Nor all problems of flying can be solyed by aeronautical 
engineering alone; but at least sickness and accidents can 
and should be anticipated and prevented by a concerted 
effort on the part of scientists, engineers, doctors, and executive 
staffs. Professor Ross A. McFarland, in a new book 2 written 
primarily with the object of improving the safety, efficiency, 
economy, and comfort of civil airlines, treats his subject 
broadly ; and his conclusiens are applicable to military 
as well as civil operations, and also to other industrial 
fields. 

Some 10 million people travel by air in all parts of the 
world each year; but in twenty-two years of commercial 
flying in the United States there has been -less than one 
‘in-flight ’’ death per million passengers, and these deaths 
could not be attributed to physical stimuli encountered in 
flight ; even in the ninth month of pregnancy the only risk 
is that the baby will be born during flight, and some airlines 
accept this risk. Recent figures for the Korean war show less 
than one in-flight death per 100,000 patients evacuated by 
air to the U.S.A. This presumably reflects the use of pres- 
surised aircraft, for the comparable figure for the evacuation 
of patients by air from all parts of the world by the U.S.A. 
fighting services, between 1943 and 1946, was 3-4 deaths per 
100,000. Only 10 failures of pressurised cabins are reported 
in 1 million hours of flying in U.S. civil airlines, and in each 
case the aircraft descended to a safe altitude within ten 
minutes. 


The increasing use of air travel by passengers and for 
freight has increased the risks of moving an infected person 
in the incubation period from one part of the world to another, 
and also of carrying insect vectors of disease, rodents, and 
vermin. McFarland shows that few epidemics can be attributed 
to air transportation, and that insects have been transported 
and multiplied in new areas only in rare cases. Nevertheless 
he recognises the threat as a continuing one, and he proposes 
some practical measures to deal with it, including the stan- 
dardisation of health and quarantine procedures. 

His conclusions on maintaining the physical and psycho- 
logical fitness of aircrew are in line with those reached in a 
Royal Air Force investigation during the Berlin airlift.* 
Airline pilots, he thinks, ‘‘ experience less anxiety and fear 
than is commonly believed, in spite of ever present dangers,” 
and he lists loss of sleep, lack of exercise, improper diet, and 
excessive use of drugs and stimulants as factors which lower 
emotional control and physical fitness. He holds that fatigue 
in aircrew cannot be measured in quantitative terms or units, 
but should be studied in situations in which 
and in circumstances where conflict, frustration, and exhaus- 
tion develop. The place for such studies, he suggests, is in the 
air or on a flying base rather than in a laboratory. He looks 
to alterations in behaviour to give the clue to fatigue, rather 
than to any observed physiological change. 


fatigue occurs, 


The effects of smoking and alcohol are increased by altitude, 
and he quotes experiments showing that smoking one cigarette 





1. Therapeutic Substances Amendment Regulations, 1953. 
no. 1172 H.M. Stationery Office. 2d. 
2. Human Factors in Air Transportation. Occupational Health and 


8.1. 1953, 


Safety. By Ross A. McFarland, PH.D., associate professor of 
industrial hygiene, Harvard School of Public Health. New 
York and London: McGraw-Hill. 1953. Pp. 830. 106s. 6d, 


3. Stanbridge, R. H. Lancet, 1951, ii, 1. 
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results in a 1—1-5% saturation of haemoglobin in the blood: 
At an actual altitude of 12,000 feet, a flier with 10% carboxy- 
hemoglobin due to smoking would have a_ physiological 
height of 16,000 feet. Drugs, he insists, should never be taken 
by aircrew except under the supervision of airline medical 
staff. McFarland strongly favours annual medical examina- 
tions in addition to those called for in special circumstances. 
He distinguishes clearly between the initial standard which 
should be expected at the time of selection, and that to be 
expected at re-examinations after prolonged service; for 
‘‘ while there is little or no correlation between success in 
flying and a high score in physical fitness tests, yet physical 
fitness indicates an ability to resist stresses,’ and “a high 
physical score is a better risk over a period of years than is a 
low one.”’ At the same time he believes that the relation of 
medical fitness to operational fitness requires clearer definition, 
and he is concerned about ‘the many inconsistencies in 
regard to permissible limits of various defects.” On the 
debatable subject of hearing standards for aircrew, he is in 
favour of a standardised audiometric test against a noise 
background at the time of selection; but in experienced 
aircrew, where those with a hearing-loss may be able to hear 
as well as those with normal hearing in the presence of aircraft 
noise, he would like an actual test in an aircraft. Clearly 
many more factors operate than can be appraised by 
audiometric tests, and he calls for further research. 

His account of maintaining health and preventing accidents 
in ground personnel offers some excellent examples of statis- 
tical control methods suitable for any industry ; and he shows 
that the selection, placement, and health of ground employees 
have a direct relation to safety, on the gtound and in flight. 
The larger companies, he says, tend to have a lower accident- 
rate than smaller concerns, but he thinks size alone is of less 
importance than quality of control, including safety engineer- 
ing, industrial hygiene, and in-plant medical service. The 
cost of sicknéss is greater than the price of health—a 
simple truth which too many executives are reluctant to 
accept. 

The lag between the findings of medical research and its 
application are always long: in Great Britain today we have 
two glaring examples—the delay in making the use of 
protective headgear obligatory for motor-cyclists, and the 
delay in fitting backward-facing seats in aircraft. McFarland 
might have urged more strongly the need to get manufacturers 
to agree about the second of these. He does not mention the 
use of personal radar in locating emergency landings, nor the 
recent work, also done in this country, on skill and age ; for 
he states roundly that skill declines with age (though he 
accepts that functional age is more important than chrono- 
logical age). 

It is useful to have so much acceptable evidence that air 
travel is safe, quick, economical, and comfortable, for the 
sick as well as the fit ; for the young as well as the old. 


PROFESSIONAL GOOD SAMARITAN 


Last year the Royal Medical Benevolent Fund distributed 
£44,400 among 639 beneficiaries, including 97 new applicants. 
In fact many more than 639 people were helped, for some of 
the beneficiaries were widows with. families, and the fund was 
able to help with the education and support of these children. 
In his report for 1952, Dr. R. Cove-Smith, the hon. secretary, 
points out that the R.M.B.F.' is not a contributory charity, 
but was founded with the idea of acting as a good Samaritan 
to the whole medical profession. It is the proud tradition 
of the Fund that for many years no applicant, medical man 
or woman, wife, widow or child, has been refused help if 
need is proved. But such a record cannot be kept up without 
regular and consistent support from a large number of doctors 
who are prepared to become and remain subscribers, preferably 
on a covenant basis. With the rising cost of living the need 
is progressive, and if the R.M.B.F. is to maintain its own 
standards it must regularly increase its income. Dr. Cove- 
Smith frankly admits that the annual report is also an appeal ; 
and an appeal from such an effective Samaritan deserves an 
effective response. 


Society of Apothecaries of London 

At a meeting of the society on Aug. 18 Dr. H. Seaward 
Morley was elected master, Sir Cecil Wakeley senior warden, 
and Dr. N. 8. Finzi junior warden. 








1. The Fund’s Offices are at 1, Balliol House, Manor Fields, London, 
V.15. 
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Institute of Neurology, London 

On Tuesday, Aug. 25, at 5 p.m. at the institute, the National 
Hospital, Queen Square, W.C.1, Prof. John Fulton, who holds 
the chair of the history of medicine at Yale University, will 
give a lecture on Harvey Cushing. Admission will be free 
without ticket. 


British Hospitals Contributory Schemes Association 


The annual general meeting and conference of the associa- 
tion will take place in Norwich on Thursday and Friday, 
Sept. 17 and 18. The speakers will include Mr. Iain Macleod, 
the Minister of Health, and Prof. Fraser Brockington, M.D. 
Members of boards and committees connected with the 
hospital and health services and their officers may obtain 
tickets from the hon. secretary of the association, Royal 
London House, Queen Charlotte Street, Bristol, 1. 


Congress on Group Psychotherapy 

The International Committee of Group Psychotherapy 
invites all individuals and groups who are interested in group 
psychotherapy to take part in the first International Congress 
on Group Psychotherapy which is to be held in Toronto 
from Aug. 12 to 14, 1954. Further particulars may be had 
from Dr. J. L. Moreno, director of the organising committee, 
Room 327, 101, Park Avenue, New York, 17, N.Y. 


British Medical Association 

The Sir Charles Hastings prize (50 guineas) and the Charles 
Oliver Hawthorne prize (40 guineas) are offered for the best 
essays submitted by members of the association who are 
in general practice. Further particulars may be had from 
the secretary, B.M.A. House, Tavistock Square, London, 
W.C.1. 


Prescribing of Cod-liver Oil and Malt 

Doctors in Staffordshire who have prescribed cod-liver 
oil and malt and similar preparations on form £.c.10 are to 
be charged with the cost of the goods (Manchester Guardian, 
Aug. 14, 1953). The Staffordshire Executive Council accepted 
the explanation of one doctor who had prescribed cod-liver 
oil and malt, but other doctors will be charged, although 
they have the right to appeal. 


W.H.O. Committee on Chronic Rheumatic Diseases 
The World Health Organisation have established a com- 
mittee on the chronic rheumatic diseases, which is to meet 
in Geneva at the end of August. The members are Dr. 
W. S. C. Copeman (Great Britain), Professor Coste (France), 


Dr. Goslings (Holland), Prof. Edstr6m (Sweden), Prof. 
Ruiz-Moreno (South America), and Dr. Stecher (North 
America). Dr, E. T. Conybeare (Great Britain) and Prof. 


Hojer (India) are attached to the committee as consultants. 





Appointments 





ARNOLD, PHILIP, M.D. Lond., M.R.c.P.: consultant in geriatrics 
Royal Buckinghamshire and Associated Hospitals Management 
Committee and High Wycombe H.M.c. area. 

BioTtT, T. D., M.B.Durh.: asst. county M.o. for Nottinghamshire 
and M.O.#., Hucknall urban district council. 

CHoYcE, D. P., M.B., B.Sc. Lond., F.R.C.S., D.O.M.S.: consultant 
ophthalmic surgeon, Hospital for Tropical Diseases, London. 

GLENN, ROBERT, M.B. Belf., D.P.H.: M.O.H., school M.o., and port 
M.O., Grimsby. 

Howorrta, N. F. W., M.B. Lond.: asst. school M.o., Berkshire. 

LEDINGHAM, L. A., M.B. Aberd., M.R.C.0.G.: part-time consultant 
in obstetrics and gynecology, Northern Regional Hospital 
Board. 

McAULEY, W. F., M.D. Belf., D.P.M. : 
trist, St. Luke’s Hospital, Armagh. 

MACMILLAN, S. R., M.B. Edin.: appointed factory doctor, New 
Tredegar, Monmouthshire. 

WADDINGTON, ERIC, M.D. Lond., M.R.C.P.: part-time consultant 
dermatologist, United Cardiff Hospitals and the Welsh Regional 
Hospital Board. 

Youna, H. K. L., M.B. Glasg.: appointed factory doctor, Bucking- 
ham, Bucks. 

South Western Regional Hospital Board : 

ALLISON, R.C., M.A., M.B. Camb., D.A. : 
West Cornwall clinical area. 
BRIMBLECOMBE, F. S. W., M.D. Lond., M.R.C.P., D.C.H. : consultant 

pediatrician, Exeter clinical area. 
FISCHER, EMANUEL, PH.D., L.R.C.P.I.: 8.H.M.O., Royal Western 
Counties Institution, Starcross, Devon. 


SmiTH, J. A., B.A., M.B.Camb., D.A.: consultant anesthetist, 
Plymouth clinical area. 


second consultant psychia- 


asst. aneesthetist (S.H.M.O.), 
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The Problem.... 





, Insect bites and 


: stings 





i With the summer months comes an in- 











st creased demand for a suitable preparation \ 
a to relieve the painful and often alarming . \ e 
i effects of insect bites and stings. The answer r\ \ - 
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eed agent for topical application to the VNA\ 
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m.- analgesic properties of promethazine with ‘\ Ll 7 
a the antiseptic activity of its new constituent, : 
“> ! dibromopropamidine. This latter property 
* makes ‘Phenergan’ Cream particularly 
eg valuable for the prevention of infection. 
jul Detailed literature available on request. 
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“Come now-a Soft Diet 
can be very appetising !”’ 


As a doctor, you know how many 
patients still think that a Soft Diet 
means dull, unappetising meals. 
Fortunately you can tell-them that 
such a diet can be well balanced and, 
what’s more, interesting. 
Shortages? Preparation problems? 
These can be conveniently and 
economically overcome by inclu- 
ding in the diet Heinz Strained 
Meat Broths, Soups, Vegetables 
and Fruits. There are seventeen 
varieties* so there is no question of 
loss of appetite through monotony. 
Heinz Strained Foods are invalu- 
able to a patient on a Soft Diet 
because they contain no irritating 


seasonings or spices, and, although 
coarse fibres are removed, sufficient 
bulk is retained to safeguard the 
bowel’s function. 

Scientific cooking methods con- 
serve the nutritive values of these 
foods. They are actually more nu- 
tritious than similar foods pre- 
pared at home. Their inclusion in a 
Soft Diet is a simple, pleasant way 
to provide the patient with protein, 
vitamins and minerals. 

For hospital use, these foods are 
obtainable in 15}$-0z. cans from 
the usual suppliers, or direct 
from H. J. Heinz Company Ltd., 
Harlesden, London, N.W.10. 


HEINZ STRAINED FOODS 


make a Soft Diet interesting 
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SOFT DIET DISHES 
—but delicious ! 







Chicken Soufflé. Strained Chicken 
Broth makes a perfect ingredient for a 
fine, fluffy souffié. Serve with a green 
strained vegetable. 






Prune Junket. Pour junket, while 
liquid, over Strained Prunes. Serve 
cold, topped with cream or Strained 
Egg Custard. 


*HEINZ STRAINED FOODS 
Beef Broth with Beef and Barley 
Beef and Liver Soup 
Bone and Vegetable Broth 
Chicken Broth with Vegetables and Cereal 
Tomato Soup * Vegetable Soup - Beetroot 
Carrots - Green Beans - Peas - Spinach 
Apples - Apple, Prune and Custard 
Egg Custard with Rice - Creamed Cereal 
Plums with Semolina - Prunes with Cereal 





al 
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It’s useful to have Mr. Therm on duty 
since there are so many processes 

he can control automatically for you. 
Gas-fired equipment is capable of 


the most accurate self-adjustment and 








the most rigid control of fuel 
consumption, while the flexibility 


of gas makes it adaptable to almost any 


coupled with its speed, cleanliness 
and economy, are every day adding 


to Mr. Therm’s popularity. 


Mr. Therm 
burns to serve you 


THE GAS COUNCIL «+ I GROSVENOR PLACE -LONDON : SWI 





When I’m on 
duty things are 


under control 


process requiring heat. These advantages, 





MR. THERM HELPS 
DOCTORS AND NURSES 


He makes himself very useful 
in hospitals, clinics and nursing 
homes in heating, steam raising, 
water heating, main and ward 
cooking, sterilising, incinerating 
refrigerating, laboratory equip- 
ment and stand-by lighting. 
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JUDET’S 
PROSTHESES. 
ALL 


DOWN BROS. and MAYER & PHELPS LTD. 


Surgical Instrument Makers 
92-94, Borough High Street, London, S.E.I 


and 











32-34, New Cavendish Street, London, W.| 








The safest and best 


preparation of opium 





Nepenthe contains all the constituents of opium and 
has been prescribed for over 100 years. It has been 
found by generations of Practitioners to be the best 
preparation of Opium as it does not cause the unpleas- 
ant after-effects usually attributed to opiates. It can 
be given over a considerable period and the effect 
remains invariably constant. 


Packed In 2-oz., 4-0z., 8-oz. and 16-oz. bottles, and 
for Injection in $-oz. rubber-capped bottles, sterile, 
ready for use. 








NEPENTHE 


(FERRIS) 


Samples on request 


FERRIS & COLTD 


BRISTOL 


lelegrams FERRIS BRISTOI 
- 


Tele phone 21381 








AERATION 
ASSURED 


BY USING 


DALMAS ao 








DALZOFLEX 
& LESTREFLEX BANDAGES 





ECTO 


(FROM JULY Ist, 1953) 


DALZOFLEX BANDAGES 
Strip-ventilation Dalzoflex, now prescriptible on 
E.C.10 is available in 3 yd. rolls, 2} in. and 
3 in. wide. 


LESTREFLEX BANDAGES 

Strip ventilated (Diachylon) Lestreflex, prescrip- 
tible on E.C.10 is available in 3 yd. rolls, 24 in. 
and 3 in. wide. 


Full details of Lestreflex (Diachylon) Bandages 
and Dalzofiex Self-Adhesive Bandages available 
on request to Dalmas Ltd., Leicester. 


MADE BY DALMAS LTD. LEICESTER AND LONDON. ESTD. 1823 


eseseeass 
Teseeeses 
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RADIOGRAPHY IN HOT CLIMATES 


cade with Thid 


PHILIPS 


REFRIGERATED 
PROCESSING UNIT 


e Thermostatically controlled — fully automatic 
in action. 
© Will cool 20 galls. of water per hour — from 
105°F. to 65°F. 





















e Heater incorporated for use in low 


© Film capacity — 60 per hour. : 

e Films always washed in cooled water. ambient nS ee. 

e Separate Tank and Cooler. Cooler can be installed © All insulation material insect-proof. 
outside dark room. © Complete and easy access for inspection. 


ENABLES GOOD RADIOGRAPHY TO YIELD CONSISTENTLY GOOD RADIOGRAPHS 
Users commend its performance and reliability 


SEND POSTCARD FOR FULL INFORMATION 


PHILIPS ELECTRICAL 


LIMITED 
X-RAY DEPARTMENT CENTURY HOUSE SHAFTESBURY AVENUE - LONDON - W.C.2 












If youare unable to shop in person, 
post orders receive our immediate 
attention. Write with confidence 
enclosing 1/- extra for Postage 
and Packing. 

Illustrated on left is ourWhite Drill 
Long Coat, well-cut and finished 
in fully shrunk cloth. 


Sizes 34” to 46” chest 25/10 
Surgeons Gowns in 
White Drill! 21 ]- 


White Jackets in fully shrunk drill 


| ) material. Step collar. 3 pockets, 
4 and 3 buttons. 
Sizes 34” to 46” chest 19/6 


& : ‘ oe We also stock many other styles of Over- 
alls and Protective Clothing. Write today 
or our Price List 





» YY 
: ' Ae | a 
seen 137/8 TOTTENHAM COURT ROAD, LONDON, W.1 
1823 ( Opposite Warren Street Underground Station) 
a Telephone: EUSton 4721/3 
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Tor accurate WE ASU RENEN 


ot GASES 


of small volumes 





Type A Test Meter for the Laboratory 


A Meter which sets up entirely new standards of accuracy in 
Engineering, Industrial and Medical Research, 


Type B Portable Test Meter 


For normal Works tests, light weight, accurate, easily serviced 
and maintained. 





PARKINSON & COWAN 


GAS METERS 


(A DIVISION OF PARKINSON & COWAN LTD) 
ENGINEERING DEPARTMENT (3) 


COTTAGE LANE WORKS, CITY RD., LONDON, E.C.! 


Phone: CLErkenwel! 1766 





TYPE B 




















36/- 


The intermediate bonus on claims 
arising on or after lst January 1953 
under with-profits policies has been 
raised by a further 2/-, from 34/- to 
36/- per cent compound — proof yet 
again of the strength and resilience of 
the Scottish Widows’ Fund. 

For particulars of how you may 
become a member of this vigorous 
profit-sharing Society write to 





h 


SCOTTISH WIDOWS’ 
FUND 


Head Office: 9 St. Andrew Square, Edimburgh 2 
London Offices : 
28 Cernhill, E.C.3. 17 Waterloo Place, S.W.1 





Fire’ 


TRAGEDY AVERTED BY 


NU-SWIFT ! 


“Escape seemed impossible... 
chemical machines spluttered and 
failed ... acid squirted by one just 
missed my eyes... but reliable, 
non-damaging Nu-Swift saved us all."’ 
NU-SWIFT LTD + ELLAND + YORKS 

In Every Ship of the Royal Navy 
































bo 
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QUEEN wW 


Non Allergic 
BEAUTY PRODUCTS 


THE SAFETY FACTOR IN 
EVERY DAY MAKE-UP 


Queen beauty products form a complete range 
of toilet and beauty preparations, including 
lipsticks, specially for those women who 
have sensitive skins. Queen products con- 
tain no orris in any form, nor any other 
skin irritants AND ARE RECOMMENDED 
BY THE MEDICAL PROFESSION. 
Obtainable from john Bell & Croyden, 
50 Wigmore Street, W.i, and 
other chemists. 

Write for Price List to :— 
BOUTALLS CHEMISTS LTD. 
60 Lambs Conduit St., London, W.C.! 
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NATIVELLE’S DIGITALINE 


Successful Clinical Practice spreading over many years is proof of the trustworthiness of THE ORIGINAL 
PRODUCT. Standard works on cardiology and current medical literature contain numerous references to 


the unfailing reliability and constant activity of NATIVELLE’S DIGITALINE. 


will gladly be forwarded on request. 
Supplied in the following forms: TABLETS (Pink) 


0-1 mg. 
AMPOULES for intramuscular and intravenous injection 0-2 mg. (1/300 gr.). 


Literature and samples 


(1/600 gr.). TABLETS (White) 0:25 mg. (1/240 gr.) 


OUABAINE ARNAUD 


May be relied on for constant therapeutic effect whenever Strophanthus preparations are indicated. 


Supplied in the following forms: TABLETS 2-5 mg. (1/24 gr.). 


AMPOULES 0-5 mg. (1/120 gr.) for intramuscular injection 


AMPOULES 0:25 mg. (1/240 gr.) for intravenous injection. 


Samples and literature on request. 


WILCOX 


74-771, WHITE LION STREET, LONDON, 


IGZEAU A  CO., 


N.1, 


LTD. 


and at 19, TEMPLE BAR DUBLIN 





ST. ANDREW’S HOSPITAL 


FOR NERVOUS AND 
MENTAL DISORDERS 


NORTHAMPTON 
PRESIDENT: THE EARL SPENCER 





MmEpicaL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 





This Registered Hospital is situated in 130 acres of park and pleasure grounds. i Voluntary patients, who are suffering from 


incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; ——— 
Careful clinical, biochemical, bacteriological, and patho 


of both sexes are received for treatment. 


atients, and certified patients 
ogical examinations. Private 


rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


WANTAGE HOUSE 


can be provided. 


This is a Reception Hospital in detached grounds with a separate eutrance, to which patients can be admitted. 


It is equipped 


with all the apparatus for the complete investigation and treatment of Mental and Nerveus Diserders by the most modern methods; 


insulin treatment is available for suitable cases. 


etc. 
Diathermy and High-frequency treatment. 
research. 


It also contains 


It contains special departments for hydrotherapy by various metheds, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Deuche, Electrical b 

There is an Operating Theatre, a Dental Surgery, an X-ray Roem, an Ultraviolet Apparatus, and a 
Laboratories for biochemical, 
Psychotherapeutic treatment is employed when indicated. 


aths, Plombiéres treatment, 
Department for 
acteriological, and pathological 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 


Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. 


therapy is a feature of this branch, an 
growing. 


Oecupational 


patients are given every facility for occupying themselves in farming, gardening, and fruit 


BRYN-Y-NEUADD HALL 


The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 


scenery in North Wales. 
branch for a short seaside change or for longer periods. 
is trout-fishing in the park. 


On the North-West side of the Estate a mile of sea coast forms the boundary. 


Patients may visit this 


The Hospital has its own private bathing house on the seashore. There 





At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 


courts), croquet grounds, golf courses, and bowling greens. 
provided for handicrafts, such as carpentry, ete. 


For terms and further particulars apply to the Medical Superintendent (TELEPHONE : 


can be seen in London by appointment. 


Ladies and gentlemen have their own gardens, and facilities are 


Northampton 4354 (3 lines)), who 





HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental illness. 
of treatment carried out. 
available. 


All types 

Accommodation for Alcoholics and Addicts 

Special Geriatric Unit now open. Fees from 6 gns. per week 
upwards according to requirements. 

Apply to Dr. J. A. SMALL Telephone : Norwich 20080 


CHISWICK HOUSE 
PINNER, MIDDLESEX 
Telephone: PINNER 234 





A Private Home for the Treatment and Care of Mental and 

Nervous Illnesses in both Sexes. 
A modern house, 12 miles from Marble Arch, in attractive 
secluded grounds. Patients treated under Certificate, Tem- 
rary or Voluntary status. Modern forms of treatment. 
Pocluding psychotherapy, narco-analysis, modified insulin, 
occupational therapy, F'.C.T., etc. Fees from 12 guineas a week. 
DOUGLAS MACAULAY, M.D., D.P.M. 





THE COTSWOLD SANATORIUM 


On the Cotswold Hills, seven miles from Cheltenham, 
Stroud and Gloucester, equipped for the treatment of 
Pulmonary Tuberculosis. Full day and night nursing staff. 

Terms £10 10s. Od. per week 
Full particulars from Rogrsteez, COTSWOLD SANATORIUM, 
CRANHAM, GLOUCESTERSHIRE. 
T 


lephone : Wi be 2181 








PARK SANATORIUM 
(FORMERLY SANATORIUM TURBAN) 
DAVOS-PLATZ, SWITZERLAND 


First-class house, 5,150 feet above sea-level. Large park and wood 
petenens to the Sanatorium. Terms for board and residence, 
including room, medical treatment, etc., from Fes. 18 per day, 
Prospectus. 


Medical Superintendent, F. CHARLES, M_D. 














CHEADLE ROYAL “MEA 


CHESHIRE 
A Registered Hospital for MENTAL DISEASES and its 


Seaside Branch, GLAN-Y-DON, Colwyn Bay, N. 


For Terms and further information apply to the MEDICAL SUPERINTENDENT 


Tre object of this Hospital is to provide the most efficient 

means for the treatment and care of patients of both 
sexes suffering from MENTAL and NERVOUS DISEASES. 
The Hospital is governed by a Committee appointed by 
Trustees. Deep and Modified insulin Coma; €E.C.T., 
and Psychotherapeutic treatment given. VOLUNTARY, 
TEMPORARY, AND CERTIFIED PATIENTS RECEIVED. 


Telephone : GATLEY 2231 
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CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. 
In the same grounds, ROWDENS, a comfortable house with lovely views. 


Beautiful garden and own dairy in 35 acres 


Private road to the beach 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Telephones—TEIGNMOUTH 289 and 537 


Resident Physicians—BERTHA M. MULES, M.D., B.S. 


ANNE S. MULES, M.R.C.S., L.R.C.P. 





ACADEMIC AND EDUCATIONAL 


Page 
SECTION 30 


ADMINISTRATIVE 

Manchester R.H.B. Deputy Sr. M.O. 31 
ANASTHETICS 

Mothers’, E.5. Sr. H.O. “7% a (mg 
Prince of Wales’s Gen., N.15. Sr. H.O. 33 
St. Charles’s, W.10. Sr. H.O. ov Bt 
Birmingham. Dudley Road. H.O.’s 35 
Brighton. Royal Sussex County. Sr. os 
Broxburn. Bangour Gen. Sr. H.O... 37 
Cambridge. Addenbrooke’ * ae. se “we 
Chelmsford a Sr. 38 
Chertsey Peter’s. Sr. i. 0. 38 
Coventry & ‘Warwickshire. Sr. H.O. 38 
Croydon Group H.M.C. Reg. - 
Dartford H.M.C. Sr. H.O. . 38 
Derby. Derbyshire Hora! Infy. Reg. 38 
Exeter. Royal Devon & Exeter. 

Sr. H.O. : ay -- 89 
Halifax Area H.M.C. Jr. H.M.O. . 39 
Ipswich. East Suffolk & Ipswich. Sr. 

H.0O. 40 
Lancaster. Royal Lancaster Infy. 

Reg. & Locum Reg.. 41 
Leeds R.H.B. Sr. Reg. & Reg. 41 
Manchester R.H.B. Cons. 31 
Mansfield & Dist. Gen. Sr. H.O. 43 
Newcastle R.H.B. Cons, ‘ 31 
Newcastle R.H.B. Reg. 43 
Northampton Gen. H.O. oe 43 
Norwich United Hosps. Reg. 43 
Plymouth. South Devon & East 

Cornwall. H.O. : 44 
Redhill County. Sr. 1.0. 44 
Rochdale. Birch Hill. Sr. H.O. 45 
Romford. Rush Green. Sr. H.O. 44 
Rotherham. Moorgate Gen. Reg. 44 
Sc ene. South-Eastern R.H.B. Sr. - 
Sheffield R.H. B. Locum Reg. of? a 
Shrewsbury. Royal Salop hosed & 

Copthorne. Sr. a P a 
Stafford H.M.C. _ H.O. 47 
Swansea. Sr. 11.0. ; 48 
Swindon. Vic. Sr. ii, O. % 48 
Wolverhampton H.M.C. H.O. 49 
Worcester. Ronkswood. Sr. H.O. . 50 
New Zealand. Cook Hosp. Board. 

Jr. Specialist or Sr. Reg. 32 
Northern Ireland Hospitals Authority. 

Regs. or Sr. 50 
CASUALTY 
Elizabeth Garrett Anderson, N.W.1. 

1.0, es — o° es 32 
German, ‘E. 8. Sr. H.O. ’ . ee 
Hackney, E.9. H.O.’s ‘ 32 
Hampstead Gen., N.W.3. Sr. H.O 33 
Lambeth, 8.K.11. Sr. H.O. .. 33 
Miller Gen., 8.E.10. Sr. H.O 33 
Poplar, E.14. H.O. .. oie ee 
Putney, 8.W.15. H.O.’s 34 
Queen Mary’s Hosp. for the Kast E nd, 

K.15. Sr. HA 34 
Royal Free, W c. a H.O. 34 
Barnsley. Beckett. Reg. os ie Oe 
Bath. St. Martin’s. Sr. H.O... a ee 
Carshalton. St. Helier. Sr. H.O.’s .. 37 
Chelmsford & Essex. Sr. -H.O. —«- we 
Chesterfield Royal.  Pre-reg. H.O. or - 

Sr. ee of 
Colchester. Essex ( Younty. H.O. ale 
Colchester. Essex County. Sr. H.O. 38 
Coventry & Warwic kshire. Sr. H.O. 38 
Croydon Gen. Sr. H.¢ 38 
Derby. Derbyshire Royal Infy. ‘Sr. H.O. 38 
Doncaster Royal Infy. Sr. H.O. 38 
Edgware Gen. Sr. H.0.’s 39 
Grimsby Gen. Sr. H.O. 39 
Hertford County. H.O. 39 
Isleworth. West Middlesex. Sr. H. 0. 40 
Leamington. Warneford Gen. P.-t. 

Clin. Asst. (G.P.) ay 41 
Liverpool United Hosps. H.0.’s oyery 
Mansfield & Dist. Gen. Sr. H.O. Paks 
Newport, Mon. Royal Gwent. Jr. 

H.M.O. & Sr. H.O. .. F re: ae 
Northampton Gen. Sr. H.O. & H.O. 43 
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Portsmouth Group H.M.C. Sr. H.O. 
Romford. Oldchurch. Sr. H.¢ 

Ryde. Royal I.W. County. 8 ay” 
Slough. Upton. Lecum Sr. H.O. & 

Sr. H.C 

wWatebenton Infy. - ‘HLM. oO. 
Warwick. Sr. H.¢ 

Wolverhampton i. M.C. H.O. 


CHEST AND TUBERCULOSIS 
Brompton, S.W.3. Reg., Sr. H.O.’s 

¢ H.O.’s . 
Highlands, N. 21. Sr. H.O. 


Plaistow, E.13. Pre.-reg. H.O bé 
Aylesbury. Royal Bucks & “Assoc. 
Hosps. M.C. H.O. or Locum H.O. 
Birmingham R.H.B. Reg. ei 
Bradford wae Infy. H.O. 
Camborne. Tehidy. Resident. . 
Cambridge. Chest Clinic. Sr. Reg. . . 
Cambridge. Papworth. Reg. & H.O... 
Hillingdon & Mount Pleasant. H.O. 
Isleworth. West Middlesex. H.O... 


a Isolation & Chest Unit. Sr. 
Liverpool. Broadgreen. Sr. H.O. 
Maidstone. Lenham San. Sr. H.O. 
Manchester R.H.B. Regs 
Manchester. West iienchouter ‘ALM:C. 
Sr. H.O. a 
Mansfield Ransom San. Sr. H.O. 
Newcastle R.H.B. Regs... = 
Newcastle R.H.B. Locum Sr. H.M.O. 
North & Mid Cheshire H.M.C. Reg. . 
Rochdale & Dist. H.M.C. Jr. H.M.O. 
Scotland. Western R.H.B. Sr. H.O.’s 
Sheffield. City Gen. ee ie 
Sheffield R.H.B. S 
Stonehouse. Standish 


x ee a fod 
Wakefield. Pinderfields Gen. Sr. H.0. 
Windsor Chest Clinic. Sr. Reg. & Reg. 48 
Yorkshire. East Riding H.M.C. H.O. 
DENTAL SURGERY 
Birmingham United 

Gen. Dental Prac. . ‘ 
~~ United Hosps. P.-t. 


‘House San. 


Hosps. P,-t. 
Sr 


DERMATOLOGY 

Isleworth. West Middlesex. H.O. 

Liverpool United Hosps. Reg. 

Scotland. Western R.H.B. Sr.H.O. 

South Somerset Clinical Area. P.-t. 
Cons. “a 


EAR, NOSE, AND THROAT» 

Royal Nat. T.N. & E. H.O.. ok 
Westminster, 8.W.1. Sr. H.0. ae 
Hyde & Glossop H.M.C. Sr. 


Ashton, 

KO. bin % es 
Ay lesbury. Royal Bucks & Assoc. 
Hosps. M.C. H.O. .. ie 7 

Birmingham R.H. B. ’P.-t. Cons. 
Bournemouth. Royal Vic. H.O. 
Bradford. Royal Eye & Ear. H. O.. 
Dartford H.M.C. 

East Cumberland H.M.C. H.O. 


Manchester. West Manchester H.M.C. 
Pre-reg. a 

Portsmouth Group H. M.C. 

Scotland. Western R.H.B. Sr. 


Sr. H.O. 
H.M.O. 


Shrewsbury. Eye, Ear & Throat. 
Sr. H. as ae 

South East Met. "R.H.LB. Reg. 

Swansea. Sr. H.O. .. oe 

GERIATRICS 

Glasgow. Stobhill Gen. Jr. H.M.O... 

HZMATOLOGY 

South West Met. R.H.B. Jr. H.M.O. 

Edgware. North London Blood 
Transfusion Centre. Jr. H.M.O... 

INFECTIOUS DISEASES 

an * & Barking Group H.M.C. Sr. 

Paisley. Infectious Diseases. H.0.’s 


Portsmouth Group H.M.C. H.O. 
Sheffield R.H.B. Locum Sr. H.M.O. 


Va acancie s 
Plymouth. South Devon & East 
Cornwall. Sr. H.O 


 callsanlinantinmiioath a daatataed ae 
So nNnene 
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MEDICINE 
Hampstead Gen., N.W.3. nw. & 

Locum Sr. Reg. ie rat 32/33 
North ears. N.18. Sr. ° 

(Temp.) & H.O. < ee > a 
Prince of Wales’s Gen., N.15. Sr. H.O. 33 
South Lodge, N.21. H.O. : | 
St. James’, $.W.12. H.O. 34 
St. Mary’s, W.2. Locum Sr. Reg. 34 
Ww hittington, N.19. H.O.’s <. ae 
Ashford. Willesborough. H. ng 
Birmingham. Dudley Road — Jr. 

H.M.O.’s 35 
Bishop’s Stortford *. Dist. H.O. 36 
Bishop’s Stortford. Haymeads. H. O's 36 
Bristol. Cossham/Frenchay H.M.C. 

Sr. H.O. ay vs eu «ae 
Cambridge. Addenbrooke’s. H.O... 37 
Carlisle. Cumberland Infy. Sr. H.O. 37 
Carmarthen. West W. ates Gen. H.O. 37 
Chesterfield Royal. Sr. H.O... aah 
Chichester. St. Richard’ 's. Pre-reg. 

H.O. ine a | | 
Cov entry. Gulson. H.O. e's eat aa 
Dewsbury. wd Gen. Jr. 

H.M.O. & H. as 38 
East Anglian R. Si. B. Sr. H.M.O. 31 
East Cumberland H.M.C. H.O. 39 
Edgware Gen. H.O. 39 
Epping. St. Margaret’ 8 « "Honey 

Lane. H.O.’s 39 
Halifax. Royal Halifax Infy. ‘7.0..: 39 
Hastings. St. Helen’s. H.O.. ee 
Haywards Heath. Cuckfield. “H.O... 40 
Hull Royal Infy. H.O << a 
Huntingdon County. ey ae cae ce 
Leamington. Warneford Gen. H.O. 41 
Leeds R.H.B. Reg. .. i. ae 
Leigh Infy. Lanes. H.O. 41 
Lingfield Epileptic - M.O. 42 
Liverpool. Bootle. H.( ae 42 
Newcastle R.H.B. a 43 
Newmarket Gen. H.O. 43 
Nuneaton. Manor. Pre-reg 1.0. 44 
Paisley. Royal Alexenden Tnty. H.0.’3 44 
Paisley. Royal _ xandra_  Infy. 

Annexe. Jr. H.M.O. vie & 
Plymouth. South ee. & East 

Cornwall. H.O. ‘% i< co OS 
Poole Gen. H.O. sy 44 
Rochford Gen. H.O. 45 
Romford. Vic. H.O. .. i as. oa 
Rotherham, Doncaster Gate. Reg... 44 
Rugby. Hosp. of St. Cross & St. Luke’s 

Sr. H.O. - 45 
Sheffield. ¢ ity Gen. H.¢ 45 
Sheffield No. 1 H.M.C. er. H.O. 46 
Sheffield R.H.B. Locum Reg. 46 
Sheffield R.H.B. Sr. Reg. .. .. 46 
Southampton Group H.M.C. H.O... 46 
Southend-on-Sea Gen. Temp. Sr. 

Reg. .. vs FS ¥ ee 
Stoke-on-Trent. North Staffs Royal 

Infy. Pre-reg. H.O. at a. 
Tunstall, Burslem, Haywood & Tun- 

stall War Mem. H.O. 48 
Watford Peace Mem. & Shrodells. 

Reg. 48 
Winchester. Royal Hants ¢ County. 

H.O. 48 
Worcester Royal Infy. “H.O. 50 
Worksop. Kilton. Reg 48 
NEUROLOGY 
National Hosps. for Nervous Diseases. 

Physiologist (Reg. )& Reg. 33 
Leeds R.H.B. Reg. . 41 
OBSTETRICS AND GYN ECOLOGY 
World Health Organization. Medical 

Officer Se ae 
Annie McCall Maternity, S.W.4. H.O. 32 
— Garrett Ande rson, N.W.1. 

H.¢ a _* a3 
fie. cot "St. John & ‘St. Elizabet h, 

N.W. H.¢ os 33 
Ww nittington, N19. H. O.’s 34 
Aberdeen Gen. Hosps. B.O. M. Reg... 35 
Barnsley. St. Helen. Sr. H.O 35 
. TE Sorrento Mate rnity. 

.: a nish 35 
Blackburn. Queen’s Park. Sr. H.0. 36 
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Bury & Rossendale H.M.C. Sr. H.O. 
Cambridge. Addenbrooke’s. Reg. .. 
Cambridge. Rg = me Sr. H.O,. 
Chertsey. . Peter’s. Saas H.O. 
Dorking Gan Sr. H. xcs 
Grimsby Gen. Sr. H. oO. ; 
Grimsby Maternity. Sr. H. 0. 
Hastings. St. Helen’s. Sr. H.O.  . 
—- West Middlesex. Pre-reg. 
oO 


Leeds R.H.B. Sr. Reg 


Leeds. St. James’s. if. ‘oO. 
Liverpool. Walton. H.O.’s . 
Macclesfield. West Park Branch. 


Pre-reg. H.O. 
Manchester be Hosps. Reg., Sr. 


H.O. & H. 
wane South Devon & East 
Cornwall. H.O. ad 
Reading Combined Hosps. H.0.’s .. 
Redhill County. Locum Reg. ’ 
Sheffield R.H.B. Sr. Reg. 
Sheffield United Hosps. Sr. H.O. 
Shotley Bridge Gen. H.O. .. 
Slough. Upton. Locum Sr. H.O. 
South East Met. R.H.B. P.-t. Cons. 
South East Met. R.H.B. Reg. 
South Somerset Clinical Area. Sr. Reg. 
Swansea. Morriston. Sr. H 
Taunton & Somerset. Sr. H. 0. 
Welsh R.H.B. Sr. Reg. 
Wine oe ee Hants County. 
H.O. . 4 


OPHTHALMOLOGY 
Moorfields, Westminster & Central 
Eye, E.C.1. Reg. na 
Aberdeen Gen. Hosps. 'B.O. M. " Reg.. x 
Bradford. Royal Eye & Ear. I 
Bristol United Hosps. Locum H.O.. 
Liverpool United Hosps. Sr. Reg. 
Liverpool United Hosps. Reg 
Maidstone. Kent County Ophthalmic 
& Aural. Sr. 
Manchester United Hosps. Reg. 
Romford. Oldchurch. Sr. H.O. z 
Sheffield United meee. Sr. H.O. 
North Dastern R.H.B. 


ee 

Sr. Res DY .° 
— North-Eastern. ‘R.H.B. 
Witnioneien 20 RB 
ORTHOPADICS 


Hammersmith, W.12. H.O. 
Aylesbury. wn Pa & Assoc. 
Hosps. M.C. Sr. H.O. é 

Birmingham R.H.B. Reg 

Bournemouth. Royal Vic. Sr. H.O. 

Bradford Royal Infy. 3 

Bradford. St. Luke’s. Sr. H.O. & H.O. 

Black Notley. H.0O., 
Sr. H.O., & Locum Sr. H.O. - 
Brio Winford Orthopedic. Sr. 
0 


H.O. 
Chertsey. ” St. Peter’s. Sr. H. Oo. 
Dartford H.M.C. H.O. a 
Derby. Derbyshire Royal Infy. H.O, 
East Cumberiand H.M.C. H.O. 

aoees Standon isin Orthopedic. 


Hull. Roy al Infy. H.¢ 


Ipswich. East Suiteik & Ipswich. 
Sr. H.O. & H.O. 

Isleworth. West Middlesex. H.O. :; 

Leeds R.H.B. Regs. 

Leeds; St. James’s: Sr. H.O. 


Liverpool United Hosps. Sr. H. oO. 
Liverpool United Hosps. H. ea s 
Liverpool. Walton. Sr. H.O. 
Northampton Gen. H.O. a 
Nottingham Gen. Sr. H. 0. he 
Paisley. Royal Alexandra Infy. H.O. 
Salisbury Gen. H.O. a 
Scunthorpe & Dist. ‘War Mem. Reg. 


Shrewsbury. Royal Salop Infy. Sr. H.O. 


Seuthampton. Royal S. Hants. H.O. 

Stockport & Buxton H.M.C. Sr. H.O. 

Stoke-on-Trent. North Staffs Royal 
oO 


Infy. ‘ 
Swansea. Sr. H.O 
Truro. Royal ¢ ‘ornwall Infy. Sr. H.O.’s 
Whitehaven. Cumberlan So. or 


. H.0. ¢. rk 24 i. 

Wigan ent Albert Edward Infy. 

Sr. ee rd + Se 

Ww inchester. Royal Mants County. 
H.O. 


Ww ae yerhampton ‘H.M.C. Sr. H.O. or 
H.O. 


Yorkshire. East t Riding H.M.C. Sr. 


a 

World — Organization. Medical 
Office 

ba "Elizabeth Hosp. for C hild. M.C. 


0. ‘ 
Westusinster Children’s s, S. W.i. Reg. 
Whipps Cross, E.11. H.O. 
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Birmingham United Hosps. 


Sr. H.O. 
Bradford Children’s. H.O. .. ay 


Bradford. St. Luke’s. H.O... 23 
Hemel Hempstead. West Herts. H.O. 
Norwich. Norfolk & Norwich. H.O... 


Old Windsor. 
Reg. 
Se otland. 


King Edward VII. 
South- Eastern ‘R.H.B. 


Re £ 
Sheffield i United Hosps. Reg. or Sr. 


Stoke-on- -Trent. * City Gen. Sr. H.O. 
Warrington Gen. Sr. H.¢ * ‘a 
Whiston. County. 1.0. 
PATHOLOGY 

Central Middlesex, N.W.10. Sr. H.O. 
Group ge Mile End. Sr. H.O. 


St. James’,S.W.12. Locum Sr. H.M.O. 

Aylesbury. Royal Bucks & Assoc. 
Hosps. M.C. Sr. H.O. an i 

Birmingham R.H.B. Sr. Reg. 


Bolton & Dist. H.M.C. Sr. H.O. .. 
Derby. Derbyshire Royal Infy. Sr. 

_ ts ae ee ex ye a 
Epping. St. Margaret’s. Sr. H.O. .. 


Northampton Gen. Sr. H.( 
Nottingham Gen. Sr. H.O 
Romford. Oldchurch. 
Salisbury Group H.M.C. Reg. 
Salisbury Group H.M.C. Sr, H.O. .. 
Shrewsbury. Royal Salop Infy. & 
Copthorne. Sr. H.O ee ee 
Southend-on-Sea. Sr. H.O. .. oh 
ice Royal Cornwall Infy. Sr. H.O. 
Welsh R.H.B. Sr. H.M.O. ; i 
Northern Ireland Hosps. Auth. Cons. 
Northern Ireland Hosps. Auth. Sr. 
\ or ; : 
United States. S . Jose ph’s s. Resi- 
dency. rs aa 


PHYSICAL MEDICINE 


Harrogate. Royal Bath. Sr. ‘H.O. 
PSYCHIATRY 
Friern H.M.C., N.11. Jr. H.M.O.’s 


Birmingham R. H.B. Sr. Bes. - Regs. 
Brentwood. Warley. Sr. H. 


Devizes. Roundway. Jr. H. Si. > a 
Glasgow. Hawkhead (Mental). Jr. 
H.M.O dite 


Isleworth. West Middiesex. Reg. 
Leeds R.H.B. 


Manchester R.H. 4 sr. H.M.O. 

Morpeth. St. Mary’s. Sr. H.O. or Jr. 
H.M.O. ed 

Newcastle R.H.B. Sr. H.M.O. 

Sheffield R.H.B. Sr. H.M.O. 

Shotts. Hartwood Mental. Jr, ‘H.M.O. 

St. Albans. Shenley. Sr. H.¢ 


Sutton. Belmont. Reg 
Taunton. Tone Vale Group "H.M.C. 
Jr. H.M.O. & Locum Jr. H.M.O. 


Warwick. Central Mental. Sr. H.O. 
Northern Ireland Hosps. Auth. Sr. 

0.’s on “5 =. ae 
RADIOLOGY 


Birmingham R.H.B. Sr. Reg. 
Bristol United Hosps. Reg. . . 
Leeds R.H.B. Sr. Reg. 
Manchester R.H.B. Reg. 
Sheffield R.H.B. Sr. Reg. 


RADIOTHERAPY 

Marie Curie, N.W.3. H.O. ‘: 
Birmingham U nited Hosps. "Reg. ; 

Sheffield R.H.B. Locum Sr. H.M.O. 
Sheffield R.H.B. Sr. H.O. or Reg. 


RHEUMATOLOGY 
eS Canadian Red Cress Mem. 
re °° a6 os o¢ 


SURGERY 
World Health Smaepieetion. 
atric Surgeon ; es 
East Ham Mem., E.7. H.O. .. 
Hampstead Gen., N.W.3. 6, 
Highlands, N.21. H.O. 
Hosp. ? St. John & St. 
N.W.8. H.O. 
London Chest, E.2 


Peedi- 


Elizabet h, 
First Asst. (Sr. 


Reg 
tendens: E.1 Reg 
North Middlesex, x. 18. 
North Middlesex, N.18. 
Putney, 8.W.15. H.O. 
Queen Mary’s Hosp. for the E ast End, 

E.15. H.O. 


H. oO. 8 
Locum Reg. 


South Lendon “Hosp. “for W omen & 
Child., S.W.2. H.O. 

South W estern, S.W.9. Sr. H.O. 

Whittington, N.19. H.O. 

Ashford. Kent. H.O.. 

Ashford. W illesborough. H.O. 

Bedford Gen. Locum Reg. & H.O. 

Bexhill-on-Sea. Sussex. H. 0. ’s 

aoe Accident. H.0.’s. *& Sr. 
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Bishop’s Sarstoss. 
(Temp.) & H. 

Bolton & Dist. i. M.C. ‘HO. 

Boston. Gen. Reg. 

Bradford. St. Luke's. H. 0.’s 

Bristol. Cossham Mem. Sr. H.O. & H.O. 

Canterbury. Kent & Canterbury. H.O. 

Carshalton. St. Helier. H.O. o 

( yi ~—— West Sussex. Sr. 

8) 

Darlington Mem. Sr. H.O. & H.O. - 

Dewsbury. Staincliffe Gen. H.O. 

Doncaster Royal Infy. H.O. 


areguneant Reg. 


Dovercourt. Harwich & Dist. Reg. 
(Temp.) r% 
Dover. Royal Vic. 


H.O. ij 

East Cumberland H.M.C. H.O. 
Halifax Gen. H.O. ay: af 
Halifax. Royal Halifax Infy. H.O... 
Harefield. Middx. Sr. Reg. . 
Haverfordwest. Pembroke 

War Mem. H.O. .. 
Hereford. County. H.O. 
Hertford County. H.O. 
Hounslow. Middx. H.O. .. ‘ 
Hove Gen. Sr. H.O. & H.O... 39 
Huddersfield Royal Infy. H.O. 
Hull. Kingston Gen. H.O " 
Hull Royal Infy. Sr. H.O. & H.O.’s. 
ln Victoria Hosp. for Sick ¢ ‘hild. 

0.’ 
Ipswic he East Suffolk & Ipswic h. H. ‘0. 
Isle of Thanet H.M.C. Sr. H.O.’s 
lan panne. Royal Lane aster Infy. 
) 


County 


Leamington. Warneford Gen. H.O. 
Leeds R.H.B. Reg. .. a4 
Liverpool. Bootle. H.O.’s_ .. 
Liverpool. Walton. H.O.’s .. 
Lianelly. Sr. H.O. > on he 
Louth. County Infy. Sr. H.O. or Pre- 
reg. H.O. 
Lymington. Hants. Sr. H.O. 
Maidstone. West Kent Gen. Sr. H.O. 


ee r. West Manchester H.M.C. 


Mansfield & Dist. Gen. 

or Sr. H.O : 
Newark Gen. Reg. os 
Newcastle R.H.B. Reg. 
Newcastle United Hoape. 
Newmarket Gen. 
Newport, I.W. 

& H.O. 


P re-reg. H.O. 


Sr. H.O... 
St. Miay’ s. Sr. H.O. 


Northampton Gen. H. 


Nottingham City. Sr. iT 0. & H.0. “te 


Nottingham Gen. H.O. 


Nuneaton. Manor. Pre-reg. HO. 


Paisley. Royal Alexandra Infy. H. 0. 
Penzance. West Cernwall. H.O. 
Plymouth. South Devon & East 


Cornwall. Sr. H.O.’s & H.O.’s_ . 
Redruth. Camborne-Redruth. Sr. H.O. 


Romford. Oldchurch. H.O 

Romford. Rush Green. Sr. H.¢ 

ee: theta Eastern Re ‘A.B. 
ons. .. 


Sheffield R.H.B. Sr. Reg. es 

Sheffield R.H.B. Locum Reg. 

Sheffield United Hosps. Reg. al 

Shrewsbury. Royal Salop Infy. H.O. 

Saggy ton Staffordshire Gen. Infy. H.0O, 
Albans City: H.O. 


Stoke. -on-Trent City Gen.  Pre-re reg. 


H.O.’s & Sr. H.C 
Stoke-on-Trent. North Staffs Royal 
Infy. oO. 
Stratford-on-Avon. Locum Sr. H.O. 
Tunstall. 


Burslem, Haywood & Tun- 
stall War Mem. oO 

Wakefield. Clayton. 
Warrington Infy. H.<( os 
Watford & Dist. setae Mem. H.O..: 
Welsh R.H.B. Regs.. sé 
West Bromwich & Dist. Gen. H.O. 
Weston-super-Mare Gen. H.O. 
Whiston. County. H.O. 

—_— Royal Albert Edward Infy. 

0 


‘Sr. H. 0. 


Worcester. Ronkswood. H.O Sr. 
H.O 


, & Locum Sr. H.0O. .. 49/5 


Sr. H.O. 


Worthing. = 
War Mem. H.O. 


Wrexham. a 

Yorkshire. East Riding H.M. .C. H.O. 

UROLOGY 

Scotland. South-Eastern R.H.B. Sr. 
Reg. . ne a. as ¥ 

GENERAL 


New York. New Rochelle. 
PUBLIC APPOINTMENTS 


Internes 


GENERAL PRACTICE 
NON-MEDICAL 


MISCELLANEOUS 
29 


nen 


_— ee ee 
bobo bo J] 


wie www 


i ee ee 
i ee me Co CO 








THE LaNcET] 


THE LANCET GENERAL ADVERTISER 


[AuGusT 22, 1953 





Academic and Educational 


UNIVERSITY OF DURHAM 
KING’S COLLEGE, NEWCASTLE UPON TYNE 





Courses of instruction for the Postgraduate 
DIPLOMA IN PSYCHOLOGICAL MEDICINE 


Part I: A part-time course will be given on 14 days a week 
throughout the year, commencing in OCTOBER. Fee £20. 
Part II: A full-time 6 months course in Papubintey and 


Neurology commences in OCTOBER. Fee £40. 

The above courses are integrated with the Newcastle Regional 
Hospital Board Training Scheme for Psychiatrists. Arrange- 
ments can be made for candidates from other regions and from 
overseas to complete the requisite clinical experience during the 
6 months course. 

Separate courses, including clinical experience, are available 

in Neurology (2 terms. Fee £15) and Child Psychiatry (2 months. 
Fee £25). 
F urther particulars, regulations and syllabus for the Diploma 
and application forms, from the Assistant Registrar, King’s 
College Medical School, Queen Victoria-road, Newcastle upon 
Tyne, 1. G. R. HANSON, Registrar of King’s College. 


COURSE IN POLIOMYELITIS 
at the 

INSTITUTE OF ORTHOPASDICS 

5TH-1LOTH OCTOBER, 1953 
Public Health aspects ..Dr. C. H. Lack 
Laboratory aspects ..Dr. F. SANDERS 

5th October | The Pathological Ana-..Dr. H. A. Sissons and 
Town tomy of Poliomyelitis Mr. W. J. SHARRARD 


Section and its bearing on 
clinical features, in- 
cluding prognosis and 
recovery 


Treatment in con-..Mr. D. M. Brooks and 
6th October | valescent phase : Miss PRIOR 
Country muscle charts:  elec- 


Section trical examination 
| Respiratory and bulbar. . 


paralysis 


De. » A. B. 
WILSON and 
STEVENSON 
.Mr. J. A. CHOLMELEY 


KINNIER 
Dr. FF. H. 


7th October 
Country 

Section,a.M. « 
Garston 


f Rec onstructive surgery . 


Rehabilitation .Group Captain C. J. 8S. 


T——— 
— Oe 


Manor, P.M. O'MALLEY, C.B.E. 
8th October (Some neurological..Dr. P. H. SANDIFER 
Town tare of diagnosis. 
Section Jascular phenomena..Mr. G. L. W. BONNEY 
9th October | Resettlement ; ..Mr. D. M. Brooks 
Country (| Appliances prescrip-..Mr. H. J. SEDDON 
Section ( tion 
/ Appliances : construc-..Mr. W. Tuck 
( tion 


The fee for this course (including lunch and tea) is 7 guineas. 
Karly application should be made to the Dean, at 234, Great 
Portland-street, ols 
THE ROYAL, CANCER HOSPITAL 
Fulham-road, London, 8.W.3 





GORDON JACOBS RESEARCH FELLOWSHIPS 

Applications are invited from medically qualified persons for 
a Full-time Clinical Research Fellowship. Special consideration 
will be given to applicants wishing to carry out research in the 
medical aspects of protection against ionising radiation. The 
grant will be £650-—£750 according to age and experience, and the 
appointment will be for 1 year in the first instance, and may be 
renewable annually to a tenure of 3 years. 

Applications should include (a) an outline of the research 
proposed, (6) details of previous training and experience, 
academic qualifications and published papers, and (c) the names 
of 2 referees, and addressed to reach the House Governor not 
later than 7th September. 

SOCIETY OF APOTHECARIES OF LONDON 
DIPLOMA IN INDUSTRIAL HEALTH 
The next Examination will begin on MONDAY, 7TH DECEMBER, 


1953. The following Examination will be held in July, 1954. 

For Regulations apply Registrar, Apothecaries’ Hall, Black 
Friars-lane, London, E.C.4 
QUY’'S HOSPITAL MEDICAL SCHOOL. Applications 
are invited for the post of JUNIOR LECTURER IN BAC- 
TERIOLOGY. Duties to commence on Ist October, 1953. 


Salary scale £900—£100-£1100 with F.S.8.U 
allowance. 

Forms of application are obtainable from, and should be lodged 

with, the Dean, Medical School Office, not later than 8th 
September, 1953. 
THE UNIVERSITY OF MANCHESTER. 
the post of Assistant Lecturer or Demonstrator in Pathology 
recently advertised, a further vacancy for an ASSISTANT 
LECTURER or DEMONSTRATOR in the Department of 
Pathology has now arisen. Duties will consist of teaching and of 
yarticipation in the Morbid Anatomy Service of the United 
Manchester Hospitals. The post involves participation in 
gynecological and neonatal pathology as well as some share in 
the general work of the Department of Pathology. Opportunities 
will be available for research. Salary of Assistant Lecturer on 
a scale of £700-—£1000 p.a., with membership of F.S.8.U. and 
Children’s Allowance Scheme: initial salary according to 
qualifications and experience. Salary Demonstrator £700 
p.a. with children’s allowance. 

Applications, giving details of experience, with names of 2 
referees, should be sent not later than 15th September, 1953, 
to the Registrar, the University, Manchester, 13, from whom 
further particulars and forms of application may be obtained. 
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ROYAL FREE HOSPITAL SCHOOL OF MEDICINE, 
Hunter-street, London, W.C.1. Applications are invited from 
registered medical practitioners (Men or Women) for the 
appointment from Ist November, 1953 (or earlier if possible), 
of LECTURER IN PATHOLOGY AND HONORARY 
ASSISTANT PATHOLOGIST to the Royal Free Hospital 
Teaching Group. Duties include both teaching and hospital 
diagnostic routine. 2 or 3 years experience in general pathology 
essential. Salary £900-£100-£1100 p.a. with superannuation 
benefits and family allowances. 

Applications (8 copies), stating age, qualifications and 

experience, with 8 copies of 3 testimonials, to be sent to the 
Secretary at the above address not later than 10th September, 
1953. 
UNIVERSITY OF ABERDEEN. Applications are invited 
for the post of LECTURER IN MENTAL HEALTH, with 
status of Clinical Assistant in the Aberdeen Teac hing Hospitals. 
Preference will be given to applic cane with experience in child 
psychiatry. Salary £1000 rising to £1300 p.a., placing according 
to qualifications and experience, with F.S.S.U. and children’s 
allowances. The University pays a proportion of furniture 
removal expenses. 

Conditions of appointment and forms of application should be 
obtained from the undersigned, with whom applications (15 
copies) should be lodged by 15th September, 1953. Applicants 
outside the British Isles may submit 5 copy of application. 

The University, Aberdeen. . 8S. ANGUS, Secretary. 
UNIVERSITY OF GL RAMINGHAM Faculty of Medicine. 
Applications are invited for the post of LECTURER IN 
PHYSIOLOGY at a salary, according to qualifications and 
experience in the range of £550-£1100 p.a. Applicants should 
be graduates in medicine or science and should have had a post- 
graduate experience in some branch of physiology. 

Applications (5 copies), together with names of 3 persons to 
whom application may be made for reference, should be sent 
to the Assistant Registrar, Medical School, Birmingham, 15, 
not later than 15th September, 1953. Further particulars may 
be obtained from the undersigned. 

August, 1953. C. G. BURTON, Secretary. 
WORLD HEALTH ORGANIZATION. Applications are 
invited from Female candidates with specialist qualifications and 
experience for the post of PROFESSOR OF GYNASCOLOGY 
AND OBSTETRICS at the University of Kabul, Afghanistan. 
The selected candidate will be appointed by W.H.O. as 1 of 
several international faculty members assigned to this Univer- 
sity. Her duties will include lecturing and teaching of both 
clinical and operative neecology and obstetrics, and assisting 
in the development of the Department of Obstetrics and 
Gynecology. She will also be expected to assist in training, 
as her successor, a national counterpart doctor assigned for this 
purpose. Candidates should have had at least 10 years experience 
in the practice of gynecology, and preferably a minimum of 
2 years experience in teaching of obstetrics and gynmcology to 
undergraduate medical students. The contract would be for a 
period of 2 years initially, from approximately November, 1953. 
Languages: knowledge of English in addition to fluent know- 
ledge of French. 

Applicants are requested to write to the Chief, Personnel 
Section, World Health Organization, Palais des Nations, Geneva, 
for further information with regard to salary and allowances. 


WORLD HEALTH ORGANIZATION. Applications are 
invited from registered medical practitioners (preferably 
Female) for the post of MEDICAL OFFICER in a Maternal 
and Child Health demonstration and training project, in 
Pakistan. Candidates should have clinical experience in either 
obstetrics or peediatrics, a Public Health Diploma would be 
desirable, and experience in maternal and child health practice 
and administration is essential. Teaching ability would be 
useful. The selected candidate will be appointed by W.H.O. as 
the leader of an international team of 2 public-health nurses 
and 2 nurse-midwives who will work w ith national counterpart 
staff appointed by the Government of Pakistan. The main 
objective of the project is the establishment of an M.C.H. 
demonstration Centre for the training of health visitors, mid- 
wives and qualified nurses, as well as for other groups of medical 
and health personnel. All candidates should have excellent 
knowledge of English. The contract would be for a period of 
2 years from approximately November, 1953. 

Further information with regard to salary and allowances can 

be obtained from the Chief, Personnel Section, World Health 
Organization, Palais des Nations, Geneva, to whom written 
applications should be addressed. 
WORLD HEALTH ORGANIZATION. Applications are 
invited from candidates with higher surgical qualifications and 
good specialist experience in pediatric surgery for the post of 
PA.DIATRIC SURGEON for work in Pakistan. Candidates 
should also have ability to teach at both undergraduate and 
postgraduate levels. The selected candidate will be appointed 
by W.H.O, as 1 of a team of 5 international staff, under the 
leadership of a Senior Perediatrician, to work with national 
counterpart staff in a 100-Bed children’s hospital which is shortly 
to be opened by the Government of Pakistan. He will be in 
charge of the 25 surgical beds, and will be responsible for the 
organisation and conduct of the Surgical Department of the 
Hospital. All candidates should have excellent knowledge of 
English. The contract would be for a period of 2 years from 
approximately January, 1954 

Further information with regard to salary and allowances 
can be obtained from the Chief, Personnel Section, World Health 
Organization, Palais des Nations, Geneva, to whom written 
applications should be addressed. 


Hospital Services : Senior Appointments 


ST. JAMES’ HOSPITAL, Ouseley-road, Balham, 8.W.12. 
Locum SENIOR HOSPIT AL MEDICAL OFFICER (pathology ) 
required for period Ist—30th September. 
Applications immediately to Group Secretary, 
Hospital Group, 14, Atkins-road, 8.W.12 
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BIRMINGHAM REGIONAL HOSPITAL BOARD. Part- 
time CONSULTANT in E.N.T. Surgery (9 notional half-days 
weekly). Duties mainly at Royal Hospital, Wolverhampton, 
and other hospitals in the W olverhampton Group (8 notional 
half-days weekly ) and also the Guest Hospital, Dudley (1 notional 
half-day week! y). 

Applications (15 copies), stating name, age, nationality, 
qualifications, present and previous appointments, and details 
of 3 referees, to Secretary, 10, Augustus-road, Birmingham, 15, 
before 7th September, 1953. 


BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. The Board of Governors invite applications for the 
post of Part-time SENIOR HOSPITAL DENTAL OFFICER 
to undertake 3 sessions per week in the Orthodontic Department 
at the Birmingham Dental Hospital. Candidates must have 
had previous experience in orthodontics. The appointment will 
be made under 8.1. (1950) 1259 and will be held on the terms 
and conditions of service of hospital medical and dental staffs 
(England and Wales). 

Applications, giving the names of 3 referees, must be sub- 
mitted on a special form to be obtained from the undersigned. 
Canvassing of members of the Board of Governors or of the 
Advisory Appointments Committee will lead to disqualification. 
Clesing date 5th September, 1953. 

G. A. PHALP, 
Secretary and Principal jy e Officer 


EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
SENIOR MEDICAL OFFICER (whole-time—non-resident) 
St. Leonard’s and Walnuttree Hospitals, Sudbury—West 
Suffolk Group. The duties include those of Medical Officer 
in charge at Walnuttree Hospital—a long-stay hospital which 
is being developed to undertake a wider range of medical work ; 
casualty and some surgical work under surgical Consultants at 
St. Leonard’s Hospital and medical administrative work at both 
hospitals. Salary scale £1300-£1750. Temporary appointment 
for not more than 4 years, 

Applications (8 copies), stating age, qualifications, and details of 
resent and previous appointments, with names of 3 referees, 
» Secretary of ones. 117, Chesterton-road, Cambridge, by 

31st. August, 1953 


MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications from suitably qualified and experienced practi- 
tioners for the post of DEPUTY SENIOR MEDICAL OFFICER 
of the Board at a salary of £1650-€100-—£2150. Candidates must 
have had experience in the administration of health and hospital 
services. The successful candidate will be required to devote the 
whole of his time to his daties, which will be to deputise for the 
Senior Administrative Medical Officer and assist him with the 
planning, organisation, staffing, and development of the Hospital 
and Specialist services. The post is subject to the National Health 
Service superannuation regulations and may be terminated by 
3 months notice on either side. 

Applications, stating age, qualifications, and experience, 
together with the names of 3 referees, to be addressed to the 
Senior Administrative Medical Officer to the Board, Cheetwood- 
road, Manchester, 8, to be received not later than Ist September, 


MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for 2 posts of CONSULTANT ANASTHETIST. 
Both posts will be whole-time for 3 years, at the expiry of which 
the Board will consider applications for maximum part-time 
employment. 
(a) Royal Manchester Children’s Hospital, Pendlebury 
(about 6 sessions), and Salford Royal Hospital. 
(b) North Manchester Hospitals (Crumpsall, Ancoats, &c.) 
and Booth Hall Children’s Hospital. 
Successful candidates to live near their main _ hospitals. 
Candidates for more than 1 post to state preference, if any. 
Application forms from the Senior Administrative Medical 
Officer to the Board at Cheetwood-road, Manchester, 8, to be 
returned by 31st August, 1953. 


MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the whole-time resident post of DEPUTY 
MEDICAL SUPERINTENDENT AND ASSISTANT PSY- 
CHIATRIST, Brockhall Hospital, Langho, near Blackburn (a 
modern and fully equipped colony of over 2000 Beds for mental 
defectives). Modern detached house available. Good experience 
in the care of mental defectives and D.P.M. required. Salary 
£1300—£50-£1750. 

Application forms from the Senior Administrative Medical 
Officer to the Board at C pevereen Fond, Manchester, 8, to be 
returned by 7th September, 1953 


NEWCASTLE REGIONAL HOSPITAL BOARD. Locum 
CHEST PHYSICIAN required for 6 months for the Gateshead 
Tuberculosis Administrative Area. Salary 314 guineas per week. 
Resident accommodation available at Norman's Riding Hos- 
pital. Duties will include charge, under the Senior Consultant 
Chest. Physician, of the Whickham Chest Clinic, assistance in 
the Gateshead Central Chest Clinic, and Resident Medical 
Officer at a modern sanatorium 4 miles from Newcastle. 

Applications, together with names and addresses of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘‘ Blythswood South,” 
Osborne- road, Newcastlo upon Tyne, 2, immediately. 


NEWCASTLE REGIONAL HOSPITAL BOARD. South 
WEST DURHAM HOSPITAL MANAGEMENT COMMITTEE GROUP. 
Main hospital: Bishop Auckland General (335 Beds, &c.). 
SENIOR CONSULTANT ANASSTHETIST, whole-time or 
part-time for minimum of 9 notional half-days. Salary scale 
£1700-£2750. Diploma of Anesthetics essential. Further 
| eye pene may be obtained from the present Senior Anesthetist, 
he General Hospital. Bishop Auckland. 

Applications, together with names and addresses of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘“‘ Blythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, within 28 days. 








NEWCASTLE REGIONAL HOSPITAL BOARD. st. 
GEORGE’S HOSPITAL, MORPETH. (1170 Beds.) ASSISTANT 
PSYCHIATRIST (whole-time), resident. Salary scale £1300 
£50-£1750 (Senior Hospital Medical Officer status). Candidates 
should normally hold a Diploma in Psychological Medicine, 
but applications will be considered from candidates with no 
previous practical experience in psychiatry who hold a higher 
medical qualification, have had wide experience in general 
medicine, including Senior Registrar posts, and intend to obtain 
a Diploma in Psychological Medicine and specialise in psychiatry. 
Arrangements can be made for the person appointed to take 
the necessary course of study for the Durham Diploma in 
Psychological Medicine. An unfurnished flat is availeble. The 
appointment will be in accordance with the national terms and 
conditions of service, and subject to National Health Service 
(Superannuation ) Regulations, 1950. Canvassing will disqualify, 
but candidates are free to_visit the Hospital by arrangement 
with the Medical Superintendent, from whom further particulars 
may be obtained. 

Applications, together with names and addresses of referees 

(preferably), or testimonials to a total of 3, to be sent to the 
Regional Psychiatrist, ‘‘ Blythswood South,’’ Osborne-road, 
Newcastle upon Tyne, 2, within 28 days. 
SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the whole-time post 
of ASSISTANT OPHTHALMOLOGIST on the staff of the 
Aberdeen General Hospitals. Candidates should have experience 
in their specialty and preferably be in possession of a higher 
qualification. The salary is on the scale of £1300—£1750 and the 
terms and conditions of service for hospital medical and dental 
officers under the National Health Act (Scotland) will apply 
to the post. 

Applications, together with the names and addresses of 2 
referees, should be forwarded by 5th September, 1953, to the 
Secretary, 1, Albyn-place, Aberdeen, from whom further 
particulars may be obtained. 
SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of CON- 
SULTANT SURGEON in the Shetland Islands. Candidates 
should be possessed of a camprehensive experience in general 
surgery and preferably should have some experience in other 
branches of surgical work. Principal duties are at the Gilbert 
Bain Hospital, Lerwick, where the Officer to be appointed will 
be in charge of surgica] beds and will be required to furnish 
an outpatient surgical service. A residence convenient to the 
Hospital is available on a rental basis. Terms and conditions 
of service are as laid down for appointments to hospital medical 
red dental staffs under the National Health Service (Scotland) 
Ac 

Applications, together with the names of 2 referees, should be 
lodged by 5th September, 1953, with the Secretary, 1, Albyn- 
place, Aberdeen, from whom further particulars may be obtained. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of ASSIS- 
TANT ANZASTHETIST at Bangour Hospital, Broxburn, West 
Lothian, on the salary scale £1300-£50-£1750. The post is 
superannuable, and the conditions of service are in accordance 
with the regulations. 

Applications, giving particulars of age, previous experience, 
and qualifications, together with the names of 3 referees, should 
be submitted to the Secretary, South-Eastern Regional Hospital 
Board, Scotlands 11, Drumsheugh-gardens, Edinburgh, 3, by 
20th September. 

SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of Whole- 
time ASSISTANT E.N.T. SURGEON for Regional duties based 
at Glasgow Ear, Nose and Throat Hospital. Salary on the 
scale £1300-£50-£1750 p.a. This appointment is subject to the 
National Health Service (Scotland) superannuation regulations. 

Applications (16 copies), stating date of birth, qualifications, 

experience, present appointment,.and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, not later than 30 days after the 
publication of this advertisement. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. BR ations are invited for an appointme nt as 
Part-time CONSULTANT OBSTETRICIAN AND GYNCO- 
LOGIST for 2 eae half-days a week in the Orpington and 
Sevenoaks Group of hospitals, for duty at Orpington Hospital, 
Orpington, Kent. The work will comprise 1 outpatient clinic 
on Friday mornings and 1 operating session on Friday afternoons, 
and emergencies. Candidates must have had wide experience 
in obstetrics and gynecology and be Members of the Royal 
College of Obstetricians and Gyntecologists. The possession of 
other higher qualifications is desirable. The appointment will 
be in accordance with the terms and conditions of service of 
hospital medical and dental staffs (England and Wales). Candi- 
dates may visit the Hospital concerned. 

Apply, stating nationality, age, sex, qualifications and 
experience, including details of present appointment and war 
service, together with the names and addresses of 3 referees, 
to the Secretary, Advisory Appointments gg omar ree South 
East Metropolitan R tegional Hospital Board, 11, Portland-place, 
W.1, not later than 12th September, 1953. va 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR ASSISTANT PSYCHIATRIST required for 
Bracebridge Heath Hospital, near Lincoln. Salary £1300-£50- 
£1750. A modern self-contained flat is available. 

Application forms obtainable from Senior Administrative 
Medical Officer, Sheffield Regional Hospital Board, Old Fulwood- 
road. Sheffield. Forms to be returned by 12th Se ptember. 1953. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time Locum ASSISTANT RADIOTHERAPIST required imme- 
diately at the Derbyshire Royal] Infirmary for a period of 
approximately 4-5 months. Remuneration at the rate of 314 
guineas per week. 

Apply to the Secretary, Sheffield Regional Hospital Board, 
Old Fulwood-road, Sheffield, naming 2 referees. 
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SHEFFIELD REGIONAL HOSPITAL BOARD. 
time RESIDENT LOCUM urgently required at the Lincoln 
Isolation and Chest Hospital. Duties include supervision of 
patients suffering from tuberculosis and infectious diseases and 
attendance at the Chest Clinic may be required. Remuneration 
at rate of 314 guineas per week. 

Old 


Apply to Secretary, Sheffield Regional Hospital Board, 
Fulwood-road, Sheffield, naming 2 referees. * 
SOUTH SOMERSET CLINICAL AREA. South-Western 
REGIONAL HOSPITAL BOARD. Applications are invited from 


Whole- 


registered medical ane for the appointment of a 
CONSULTANT DERMATOLOGIST in the South Somerset 


Clinical Area. The appointment will be on a part-time basis 
(3 sessions). Candidates should possess high medical qualifica- 
tions, and have had previous experience in dermatology. The 
successful candidate, who will have charge of beds at the 
Taunton and Somerset Hospital, Taunton, will undertake 
2 sessions per week at this Hospital and 1 session per week at 
Bridgwater General Hospital. He will also be required to visit 
other hospitals in the Clinical Area as may be determined by 
the Regiona)] Board from time to time. 

Applications (12 copies), stating date of birth, qualifications 
and experience, together with 12 copies of 2 testimonials, and 
the names and addresses of 2 referees, should be sent to the 
Secretary of > Regional Hospital Board, 27, Tyndalls Park- 
road, Bristol, 8, not later than 12th September, 1953. 

WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the whole-time appointment of an ASSISTANT 
PATHOLOGIST (Senior Hospital Medical Gfficer sc vale) to 
serve the Newport and East Monmouthshire Hospital Manage- 
ment Committee. The successful candidate will work under the 
direction of the Consultant-in-charge. Candidates should have 
had wide experience in the subject. Possession of a higher 
qualification will be an advantage. 

Applications (12 copies), stating date of birth, 

mary of qualifications, previous appointments with dates, and 
publications, together with the names of 3 referees, should be 
addressed to the Senior Administrative Medical Officer, Welsh 
Regional Hospital Board, Cathays Park, Cardiff, within 21 days 
of appearance of this advertisement. 
NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for the post of CONSULTANT 
CLINICAL PATHOLOGIST. The post is whole-time at Belfast 
City Hospital. The terms and conditions of the appointment 
will be in accordance with the Authority’s application to Northern 
Ireland of the Spens Report. 

Application should be made on a form which may be obtained 

(with further particulars) from the Secretary, Northern Ireland 
Hospitals Authority, Friends’ Provident Building, 58, Howard- 
street, Belfast, and which must be returned so as to be received 
not later than 5th September, 1953. 
NEW ZEALAND. COOK HOSPITAL BOARD, Gisborne. 
Applications, closing Friday, 25th September, 1953, are invited 
from registered medical practitioners for the appointment of 
Full-time ANASSTHETIST. Salary in accordance with the 
Hospital Employment Regulations salary rates for the following 
gradings : 

Junior Specialist : £1290-£1590 p.a. 

Senior Registrar : £1043 3s.—-£1158 3s. p.a. 

Amounts quoted are in New Zealand currency. The position 
is non-resident. Gisborne, with a population of 21,000, is 
situated on the sea coast and enjoys an ideal climate. 

Conditions of appointment may be obtained on application 
_ rich High Commissioner for New Zealand, 415, Strand, London, 

rC.2 


a Services : oanier Sepememente 


effreys- 
road, 8.W. _ Applications are invited from pies > TE Female 
medical practitioners for the resident post of OBSTETRIC 
HOUSE SURGEON at the above Hospital. This post is vacant 
on Ist October, 1953, and is recognised for the D.Obst.R.C.0.G. 

Applications, stating age, qualifications with dates, and 
nationality, accompanied by copies of 3 recent testimonials, 
should be sent to the Secretary, Lambeth Group Hospital 
Management Committee, Renfrew-roady S.E.11, not later than 
4th September, 1953. 
BROMPTON HOSPITAL, 8.W.3. Applications invited 
for post of RESIDENT MEDICAL OFFICER (Registrar 
grade). Candidates must have held a resident hospital appoint- 
 yewe and not be under 25 years of age. Appointment is for 
3 years. 

Applications, stating age, qualifications with dates, 
ality, and appointments held, together with 
testimonials, by 5th September, to 

KENNETH A. F. MiLes, House Governor. 

BROMPTON HOSPITAL, S.W.3. Applications invited 
for following posts :— 

RESIDENT SURGICAL OFFICER (Senior House Officer 
grade) for which there are 2 vacancies, for 6 months from Ist 


giving a sum- 








nation- 
copies of 


November, with eligibility for reappointment. Candidates 
must have held a resident hospital a »point ment. 
ASSISTANT RESIDENT MEDICAL OFFICER (Senior 


House Officer grade) for 6 months from Ist November. Experi- 
ence in artificial pneumothorax essential and in E.N.T. work 
desirable. 

RESIDENT HOUSE PHYSICIAN for 
vacancies, for 6 months from Ist November. 
in Outpatient Department and wards. 
® year according to experience. 

RESIDENT HOUSE PHYSICIAN at the 
Frimley for 6 months from Ist November. 
a year according to experience. 

Applications, stating age, qualifications with dates, nationality, 
and appointments held, together with copies of testimonials, 
by 5th September to— 

KENNETH A. F. 


which there are 3 
Duties include work 
Salary £400 or £450 


Sanatorium at 
Salary £400 or £450 


MILES, House Governor. 
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CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
SENIOR HOUSE OFFICER required in the Pathological 
Department. Opportunity for experience in all branches of 
clinical pathology and morbid anatomy. Successful candidate 
will be expected to take a share in the emergency pathological 
investigations and may be required to undertake examinations 
at other hospitals within the Group. Appointment for 6 months 
in the first instance. Post vacant 2Ist September, 1953. 

Applications, with of 3 referees, to Medical Director by 
5th September, 1953 


EAST HAM MEMORIAL HOSPITAL, Shrewsbury-road, 
London, E.7. Applications are invited for the appointment of 
HOUSE SU RGEON (House Officer, first or second post), Male 
or Female, for 6 months commencing 20th September, 1953. 
This post is recognised for the F.R.C.S. 

Applications, stating age and experience, together with 
copies of testimonials, should be sent to the Group Secretary, 
West Ham Group Hospital Management Committee, London, 
E.15, not later than Ist September. 
ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 
tions are invited from pre-registration and régistered Women 
medical practitioners for the post of SECOND HOUSE 
SURGEON/CASUALTY OFFICER, with duties in Gynto- 
logical and Special Departments. Appointment for 6 months 
from Ist October, 1953. Salary according to Ministry of Health 
scale for House Officers. 

Applications, with copies of 3 recent testimonials, should be 
sent to the Sec me Elizabeth Garrett Anderson Hospital, by 
2nd September, 1953 ice Yen Fes tt 
SLIZABETH GARRETT ~ ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Appli- 
cations are invited from pre-registration and registered Women 
medical practitioners for the post of HOUSE SURGEON to 
Gyneecological Department (recognised for M.R.C.O.G.). 
Appointment for 6 months from Ist October, 1953. Salary in 
accordance with Ministry of Health scale for House Officers. 

Applications, with copies of 3 recent testimonials, to be sent 
to the Secretary, Elizabeth Garrett Anderson Hospital, by 
26th August. _: be! 
FRIERN HOSPITAL MANAGEMENT COMMITTEE, 
New Southgate, London, N.11. Applications are invited from 
registered medical practitioners for the post of JUNIOR HOS- 
PITAL MEDICAL OFFICER (2 vacancies), resident or non- 
resident. Salary in accordance with the terms and conditions 
of service for hospital medical and dental staffs. Friern Hospital 
has 2470 Beds occupied by patients suffe ring from nervous and 
mental disorders and is readily accessible to central London. All 
modern forms of treatment are carried out and there are active 
occupational and other therapeutic departments. 

Applications giving details of age, qualifications and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Physician-Superintendent within 10 days of the 
appearance of this advertisement. Applicants may visit the 
Hospital by appointment. 


GROUP LABORATORY, MILE END HOSPITAL, 
Bancroft-road, London, E.l. | RESIDENT ASSISTANT 
PATHOLOGIST (Senior House Officer). Previous experience 
an advantage, but not essential. Laboratory recognised for 
Diploma of Pathology. Salary £670 p.a., less £156 p.a. for 
residents. Post tenable for 1 year in first instance. 

Applications, stating age, nationality, qualifications, and 

experience, together with names of 2 referees, to the Secretary, 
Stepney Group Hospital Management Committee, Raine-street, 
Wapping, E.1. 
GERMAN HOSPITAL, Dalston, London, E.8. (General 
—153 Beds.) Applications are invited for the 12 months appoint- 
ment of CASUALTY OFFICER with anesthetic duties (Senior 
House Officer grade), which is vacant at end of August. 

Apply Group Secretary, Hackney Hospital Monaqemeent 
Committee, E.9, by 28th August, quoting reference GH/SHO. 
HACKNEY HOSPITAL, E.9. (811 Beds.) Applications 
are invited for second or third post CASUALTY HOUSE 
OFFICER, to act also as House Physician to the Skin Depart- 
ment. 6 months appointment. 

Applications, with 3 testimonials, to the Secretary, Hospital 
Management Committee, Hackney Hospital, E.9. 7 
HACKNEY HOSPITAL, London, E.9. (811 Beds.) Appli- 
cations are invited for the 6 months appointme nt of CASUALTY 
HOUSE OFFICER (second or third post) vacant on 22nd 
September, and should be sent to Group Secretary, Hackney 
Hospital Management Committee, London, E.9, by 5th Sep- 
tember, quoting reference HH/CHO. 1 
HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, London, W.12. HOUSE SURGEON (ortho- 
peedics) required immediate ly. 

Applications, stating age, Qualifications, experience, copies of 

recent testimonials to Secretary, Board of Governors.  _ 
HAMPSTEAD GENERAL mg feb The Green, 
N.W.3. (ROYAL FREE HOSPITAL GROUP. ) Applic ations are invited 
for the resident post of HOUSE PHYSICIAN, vacant Ist 
October, 1953, tenable for a period of 6 cme Preference 
will be given to candidates seeking pre-registration posts under 
the Medical Act, 1950. 

Application forms may be obtained from the Administrative 
Officer, to whom they should be returned, together with copies 
of 3 recent testimonials, by 3rd September, 1953. thinat 
HAMPSTEAD GENERAL HOSPITAL, The Green, 
N.W.3. (ROYAL FREE HOSPITAL GROUP.) Applic ations are invited 
for the resident post of HOUSE SURGEON, vacant Ist October, 
1953, tenable for a period of 6 months. Preference will be given 
to candidates seeking pre-registration posts under the Medical 
Act, 1950. 

Application forms may be obtained from the Administrative 
Officer, to whom they should be returned, together with copies 
of 3 recent testimonials, by 3rd September, 1953. 
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HAMPSTEAD GENERAL HOSPITAL, The Green, 
N.W.3. (ROYAL FREE HOSPITAL GROUP.) Applications are invited 
from registered medical practitioners (Male and Female) for 
the post of RESIDENT CASUALTY OFFICER (graded as 
Senior House Officer). Salary £670 p.a. Vacant Ist October, 
1953, tenable for a period of 6 months at the Main Outpatient 
Department, Bayham-street, N.W.1. 

Application forms may be obtained from the Administrative 
Officer, to whom they should be returned, together with copies 
of 3 recent testimonials, by 3rd September, 1953. 
HAMPSTEAD GENERAL HOSPITAL, The Green, 
N.W.3. (ROYAL FREE HOSPITAL GROUP.) Applications are invited 
for the post of Locum SENIOR REGISTRAR in General 
Medicine (non-resident) for a period of 10 months commencing 
17th October, 1953. The post is subject to the terms and 
conditions of service of hospital medical and dental staffs 
(England and Wales). 

Forms of application may be obtained from, and should be 
returned to, the Administrative Officer not later than 3rd 
September, 1953. 

HIGHLANDS HOSPITAL, Winchmore Hill, N.21. (General 
Hospital—818 Beds.) SENIOR HOUSE OFFICER (resident) 
for T.B. Unit (100 Beds). Vacant lst September, 1953. 

Applications, with copies of 3 testimonials, to Hospital 

Secretary. 
HIGHLANDS HOSPITAL, Winchmore Hill, N.21. 
(General Hospital—818 Beds.) HOUSE SURGEON required. 
Preference given to applicants seeking pre-registration posts 
under Medical Act, 1950. 

Applications, with copies of 3 testimonials, to Hospital 

Secretary. 
HOSPITAL OF ST. JOHN AND ST. ELIZABETH, 
60, Grove End-road, N.W.8. Applications are invited from 
registered medical practitioners (Male) for the appointment of 
HOUSE SURGEON, to become vacant on Monday, 7th 
September, 1953. Appointment will be for a period of 6 months. 
Salary is at the rate of £350 p.a. 

Applications should reach the Secretary on or before 29th 
August, 1953. together with copies of 3 recent testimonials. 
HOSPITAL OF ST. JOHN AND ST. ELIZABETH, 
60, Grove End-road, N.W.8. Applications are invited from 
registered medical practitioners (Male) for the appointment of 
HOUSE SURGEON to the Midwifery and Gynecology Depart- 
ments and to be responsible for the Casualty Department, to 
become vacant on Monday, 28th September, 1953. Appointment 
will be for a period of 6 months. Salary is at the rate of £350 p.a. 

Applications should reach the Secretary on or before 29th 
August, 1953, together with copies of 3 recent testimonials. 
LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. Applications are invited for the appointment of 
RESIDENT SURGICAL FIRST ASSISTANT (full-time) 
at the Hospital’s Country Branch, Arlesey, Beds (near Letch- 
worth). The post is graded Senior Registrar and the appoint- 
ment is for 1 year and renewable. Higher surgical qualifications 
and experience in thoracic surgery essential. 

Applications, with copies of 3 testimonials, should be sent 
to the House Governor, London Chest Hospital, E.2 (from whom 
Po ad particulars may be obtained), to arrive by 4th September, 





LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for the post of REGISTRAR in Genera] Surgery. 
A higher qualification although desirable, is not essential. The 
appointment will be for 1 year in the first instance. 

Applications (12 copies). giving the names and addresses of 

3 referees, should be addressed to the House Governor to arrive 
not later than 7th September, 1953. 
LAMBETH HOSPITAL, Brook-drive, S.£.11. Applica- 
tions are invited for the appointment of a RESIDENT 
CASUALTY OFFICER (Senior House Officer grade). The 
post is vacant on Ist October, 1953. 

Forms of application may be obtained from the Physician- 

Superintendent. 
MARIE CURIE HOSPITAL, 66, Fitzjohn’s-avenue, 
Hampstead, N.W.3. Applications. are invited from registered 
medical practitioners for the post of GYNASCOLOGICAL 
HOUSE SURGEON (radiotherapy). Vacant immediately. 

Application with copies of testimonials to the Medical Director. 
MILLER GENERAL HOSPITAL. (180 Beds.) Recog- 
nised for the F.R.C.S. examination. SENIOR HOUSE 
OFFICER (Casualty Department), vacant 3ist August, 1953, 
6 months appointment (renewable). Previous House Officer 
experience essential. Salary £670 p.a., less deduction of £52 p.a. 
for meals taken whilst on duty. 

Applications and testimonials to Group Secretary, Greenwich 
and Deptford Hospital cee Committee, St. Alfege’s 
Hospital, Greenwich, S.E.1 
MOTHERS’ HOSHTAL ‘(Salvation Army), Clapton, E.5. 
(Maternity—-110 Beds.) 4 TE are invited for the post 
of RESIDENT SENIOR HOUSE OFFICER in Anesthetics 
for a period of 12 months from Ist October. The post offers 
experience in general surgical anesthesia within the Group ; 
facilities provided for study for higher examinations. 

Applications to Secretary, Hospital Management Committee, 

Hackney Hospital, Lonaon, E.9, by 31st August, quoting 
reference MH/SHO. 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of REGISTRAR (whole-time) in the 
Department of Applied Electro-physiology at The National 
Hospital, Queen-square, W.C.1. This post carries the grade of 
Registrar. The appointment will be for 1 year in the first 
instance with eligibility for reappointment. 

Applications, giving the names of 3 referees, to be sent to the 
undersigned not later than 7th September, 1953. 

H. EWart MITCHELL, Secretary. 

The National Hospital, Queen-square, W.C.1. 





NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
DEPARTMENT OF APPLIED ELECTRO-PHYSIOLOGY. Applications 
are invited from PHYSIOLOGISTS, preferably with neuro- 
physiological experience ; duties will include the supervision 
and interpretation of EEGs, EMGs, and other electro-clinical 
investigations, and research in these and related subjects, on 
human and animal material. Medical qualification desirable, 
but not essential. Salary, if medically qualified, according to 
Registrar scale, otherwise according to Whitley scale for Senior 
Physiologist. 

Applications, with copies of testimonials, to be sent to the 
Secretary, The National Hospital, Queen-square, W.C.1, not 
later than 7th September, 1953. 


MOORFIELDS, WESTMINSTER AND CENTRAL te 
HOSPITAL (Moorfie lds Branch), City-road, London, E.C 
Applications are invited for the post of SIXTH HOU Sk 
SURGEON (Registrar), non-resident. The appointment is for a 
period of 4 months from Ist November, 1953, and the holder of 
the post at the completion of that time will be eligible for appoint- 
ment as Fifth, Fourth, Third, Second and subsequently as 
Senior Resident Officer for similar periods. 

Applications should be submitted on the official form obtain- 
able from the undersigned, stating age and qualifications, together 
with testimonials and photograph, and be received not later 
than 7th September, 1953. 

J. M. TARRANT, House Governor. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
Temporary SENIOR REGISTRAR in Medicine (non-resident) 
required Ist September, 1953. Appointment will be on a month 
to month basis. Higher qualification in medicine essential. 
Required to sleep in Hospital on duty nights. 

Applications, stating age, qualifications, experience, nation- 

ality, with copies of recent testimonials and/or names of 
referees, to Group Secretary, immediately. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
Locum REGISTRAR in Surgery required from 5th to 19th 
September. Higher qualification in surgery desirable. Work 
will be mainly general surgery, with some genito-urinary surgery. 
Non-resident. Required to sleep in on duty nights. 

Applications to Group Secretary immediately. 

NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
HOUSE ,PHYSICIAN (resident) required, for Ist October, 
1953, for 6 months. General medicine. Recognised for pre- 
registration students but registered medical practitioners may 
apply. 

Applications, stating age, qualifications, experience, nationa- 

lity, with copies of recent testimonials, to Secretary of Hospital, 
by 3lst August. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
HOUSE SURGEON (resident) required for Ist October, 1953, 
for 6 months. General (including genito-urinary) surgery. 
Recognised for pre-registration students but registered medical 
practitioners may apply. 

Applications, stating age, qualifications, experience, nationa- 

lity, with copies of recent testimonials, to Secretary of Hospital, 
by 3lst August. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
HOUSE SURGEON (resident) required, for lst October, 1953, 
for 6 months. General surgery. Recognised for pre-registration 
students but registered medical practitioners may apply. 

Applications, stating age, qualifications, experience, nationa- 

lity, with copies of recent testimonials, to Secretary of Hospital. 
by 31st August. 
PLAISTOW HOSPITAL, Samson-street, London, E.13. 
(179 Beds.) Applications are invited for the appointment of 
RESIDENT HOUSE PHYSICIAN (pre-registration second 
post) for 6 months, commencing Ist October, 1953, in the 
Chest Unit and Infectious Diseases Unit at this Hospital. The 
position offers valuable experience in both groups of diseases 
and is particularly useful to candidates sitting for the M.R.C.P. 
examination. 

Candidates should send applications, together with copies of 

recent testimonials, to M. J. HUNTLEY, Group Secretary, West 
Ham Group Hospital Management Committee, Stratford, 
London, E.15, by 5th September, 1953. 
PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
(219 Beds.) TOTTENHAM GROUP HOSPITAL MANAGEMENT COM- 
MITTEE (GROUP 4), The Green, N.15. Applications are invited 
from registered medical practitioners for the appointment of 
RESIDENT SENIOR HOUSE PHYSICIAN (third post) for 
a period of 6 months. 

Application form from Secretary, to be returned as soon as 

possible. 
PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
(219 Beds.) TOTTENHAM GROUP HOSPITAL MANAGEMENT COM- 
MITTEE (GROUP 4). Applications are invited from registered 
medical practitioners for the appointme nt of SENIOR HOUSE 
OFFICER RESIDENT ANASTHETIST, for a period of 
6 months, vacant immediately. 

Application form from Secretary, to be returned at once. 


POPLAR HOSPITAL, East india Dock-road, E.14. (120 
Beds. ) Required, CASUALTY OFFICER (first, second, or 
third post). Duties include a nt, outpatient, and casualty 
work. Post recognised for F.R.C.3. Vacant on 15th September 

Applications, stating age, nationality, and qualifications, to 
the Secretary. 
QUEEN ELIZABETH HOSPITAL FOR CHILDREN 
MANAGEMENT COMMITTEE, Hackney-road, London, E.2, Shadwell, 
E.1, and BANSTEAD WOOD, SURREY. HOUSE OFFICER. This 
appointment will be made for 2 periods of 6 months, commencing 
Ist October, 1953, and Ist, May, 1954 (leave intervening). First 
appointment as House Physician and second as House Surgeon 
and Casualty Officer. 

Application forms may be obtained from the Secretary at 
Hackney-road and should be returned with copies of not more 
than 3 testimonials on or before 7th September, 1953. 
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PUTNEY HOSPITAL, Lower Common, 8.W.15. 
HOUSE SURGEON (resident) vacant 20th September, 1953. 
Registered practitioners and pre-registration candidates may 


apply. 
BASUALTY OFFICER AND FRACTURE HOUSE SUR- 


GEON (non-resident), House Officer grade, vacant 26th 
September, 1953. 
CASUALTY OFFICER AND E.N.T. HOUSE SURGEON 


(non-resident), 
1953. 

Apply Hospital Secretary (L), enclosing copies of 3 recent 

testimonials, by 29th August. 
QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. HOUSE SURGEON required (Male or Female, 
second or third post) for 6 months commencing as soon as 
possible. The post is recognised for the F.R.C.S. 

Applications, with copies of testimonials, to the Group 

Secretary, West Ham Group Hospital Management Committee, 
Stratford, E.15, by 5th September, 1953. 
QUEEN MARY'S HOSPITAL FOR THE EAST END, 
Stratford, E.15. Applications are invited for the appointment of 
CASUALTY OFFICER AND DEPUTY RESIDENT SUR- 
GICAL OFFICER (Male or Female—Senior House Officer 
grade) for 1 year commenc ing as soon as possible. The post is 
recognised for the F.R.( 

Candidates should send apple ations, 


House Officer grade, vacant 18th September, 


together with copies of 


2 recent testimonials, to the Group Secretary, West Ham 
Hospital Management Committee, Stratford, E.15, by 5th 
September, 1953. 


ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, London, W.C.1, and Golden-square, 
W.1. RESIDENT HOUSE SURGEON (second or subsequent 
post). A vacancy exists for a 6 months appointment, with salary 
as laid down for House Officer grades in the terms and conditions 
of service under the National Health Service. 

Applications, stating age, qualifications, full details of previous 
experience (particularly in this specialty), with copies of 1-3 
recent testimonials, should be sent to the House Governor 
immediately. a 
ROYAL FREE HOSPITAL. Applications are invited from 
registered medical practitioners for the post of JUNIOR 
RESIDENT CASUALTY OFFICER. Applicants must not be 
more than 10 years qualified. The post is a recognised pre- 
registration post. The appointment is for 6 months, duties to 
commence on Ist November, 1953. Salary and conditions of 
service in accordance with the Ministry of Health scale for 
House Officers. 

Application forms may be obtained from the Secretary to the 
Board of Governors, The Royal Free Hospital, Gray’s Inn-road, 
London, W.C.1, to whom they should be returned not later than 
3rd September, 1953. i 
ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. 
SENIOR HOUSE OFFICER (anesthetics), resident, required 
from Ist October. Post is recognised for D.A. and is tenable for 1 
year. General Hospital with Thoracic and Plastic Units. 

Applications, stating age, qualifications, experience, together 
with the names and addresses of 3 referees, to be sent to the 
Hospital Secretary. < 
ST. JAMES’ HOSPITAL, Ouseley-road, Balham, S.W.12.- 
HOUSE PHYSICIAN required. Post vacant 21st September. 
Pre-registration candidates considered. 

Applications, giving age, qualifications, experience, and 
names of 2 referees, to Group Secretary, Wandsworth Hospital 
Group, 14, Atkins-road, Balham, 8.W.12, by 31st August. 
ST. MARY'S HOSPITAL, W.2. Applications are invited 
for the post of Locum REGISTRAR to the Almroth Wright 
Ward. The duties of the post require that 6 notional half-days 
should be devoted to the clinical charge of the 17 beds of the 
Wright Fleming Institute, together with some laboratory work 
in connection with cases in the wards. The remaining 5 notional 
half-days to be devoted to work in the Wright Fleming Institute 
of Microbiology. The appointment will be for a period of 12 
months, as from 16th September, 1953. The grading of the post 
is Senior Registrar and payment will be made by the Board of 
Governors for 6 netional half-days ; payment for the remaining 
5 notional half-days will be made by the Wright Fleming Insti- 
tute. The total salary, therefore, will be equivalent to a whole- 
time Senior Registrar appointment. 

Applications, stating nationality, date of birth, permanent 
address, gualifications with dates and details of previous appoint- 
ments, with grading, together with the names and addresses of 
3 referees, should reach ALAN PowpiTcH, House Governor, 
within 10 days of the appearance of this advertisement. 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.2. Applications are invited 
from pre-registration and registered Female medical practitioners 
for the appointment of HOUSE SURGEON, vacant on 7th 
September, 1953. The appointment is for a period of 6 months. 

For form of application apply to the Secretary at the Hospital. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applic ations are invited for the appointme nt 
of a Whole-time JUNIOR HOSPITAL MEDICAL OFFICER 
in the Blood Transfusion Service in the South West and South 
Kast Metropolitan Regions. Main duties will be concerned 
with the collection of blood from donors in the Area covered 
by the South West and South East Metropolitan Regional 
Hospital Boards but the appointment also offers scope in 
hematology and serology, including research, at the South 
London Blood Transfusion Centre, Stanley-road, Sutton, Surrey. 
Salary scale £700—£50-—£1000 p.a. 

Applications (2 copies), stating date of birth, qualifications, 
experience, and present appointment(s), and giving the names 
and addresses of 3 referees, should be made by letter and sent 
to the Secretary (S.1), South West Metropolitan Regional 
Hospital Board, 114, Portland-place, London, W.1, to arrive 
not later than 5th September, 1953. Applicants may visit the 
local arrangement. 


Blood Transfusion Centre by 
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nla LODGE HOSPITAL, Worlds End-lane, N.21. 

FIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER (first, second, or third post), resident or non-resident, 
required. For general duties as directed by the Medical Super- 
intendent. National Health Service salary plus £50 p.a. Vacant 
21st August, 1953. 

Applications, in applicants own handwriting, stating age, 

qualifications, experience, and nationality, with the names and 
addresses of 2 referees, to the Medical Superintendent of the 
Hospital immediately. 
SOUTH WESTERN HOSPITAL, Landor-road, S.W.9. 
RESIDENT SURGICAL OFFICER (Senior House Officer 
grade) required to take charge of 32 surgical beds which are 
under the direction of the Surgical Consultant of Lambeth 
Hospital, Kennington ; and also to work under the E.N.T. 
Consultant at the South Western Hospital. 

For form of application apply to the Group 
et ed Hospital Management Committee, 
roa R 


WESTMINSTER CHILDREN’S HOSPITAL. Westminster 
HOSPITAL TEACHING GROUP. Applications are invited for the 
post of RESIDENT MEDICAL REGISTRAR (Resident Medical 
Officer) from Ist October, 1953, for 1 year in the first instance. 

Apply by letter, stating age, qualifications and experience, 
with names of 3 referees, to the Secretary, Westminster Children’s 
Hospital, Vincent-square, S.W.1, not later than 6th peptone. 
WESTMINSTER HOSPITAL, St. John’s-gardens, 
Applications invited for post of SENIOR HOUSE OFFIC! cK 
to E.N.T. Department starting Ist September. Appointment 
for 1 year. 

‘aaaine ations (6 copies), with names of 2 referees, to House 
Governor as soon as possible. 
WHIPPS CROSS HOSPITAL, London, &.11. 
(NO. 10) HOSPITAL GROUP. Required at above Hospital, HOUS 
PHYSICIAN (pediatrics), which becomes vacant vaL 
September, 1953. The Hospital is recognised for the D.C.H. 
examination. 

Application forms from the Hospital Secretary 
by 3lst August. 
WHITTINGTON HOSPITAL, N.19. 
invited for the following posts : 

*HOUSE PHYSICIANS (general medicine), 

M.D. London. 
HOUSE PHYSICIANS (general medicine), 
2 positions. Post recognised for M.D. 
*HOU ae PHYSICIAN (obstetrics). 


Secretary, 
Renfrew- 


savieomtens 


, to be returned 


Applications are 
recognised for 


third post held. 
London. 
Post recognised for 
HOUSE'S SU RGEON (general surgery). Post recognised for 
*HOUSE SURGEON 
D.Obst.R.C.0.G, 
All posts vacant Ist October, 1953. 
*Preference will be given in these appointments to candidates 
seeking pre-registration posts under the Medical Act, 1950. 
Applications, stating age, qualifications, and previous experi- 
ence, together with copies of 2 recent testimonials, and the name 
of 1 referee, to the Medical Superintendent, Whittington Hos- 
pital, Highgate Hill, N.19, by 31st August, 1953. 


AYLESBURY. ROYAL BUCKINGHAMSHIRE AND 

ASSOCIATED HOSPITALS MANAGEMENT COMMITTEE. Applications 

are invited for the following appointments :— 
Royal Buckinghamshire Hospital 

SENIOR HOUSE OFFICER to Accident and Orthopedic 
Department, vacant now. Duties include charge of Casualty 
ee pepe together with those of Senior Resident. Salary 
£670 less £140 p.a. for residence, &c. 

SE} NIOR HOU SE OFFICER to Accident and Orthopedic 
Department (which is centred upon this Hospital and comprises 
48 Beds), vacant now. 

Applications for the above appointments, with 2 
to Secretary-Superintendent as soon as possible. 

oke Mandeville Hospital 

SENIOR HOUSE OFFICER (pathology) for a busy and 
expanding laboratory situated at the above Hospital, in which 
all branches of clinical pathology for over 1000 Beds are under- 

en. Salary £670 p.a. 

Ap plications with copies of 2 testimonials to the Administra- 

tive ¢ ter as soon as A reer 
Tindal General Hos 

HOUSE SURGEON (E. R. T , Male or Female, vacant now. 

New department with high turnover and 4 Outpatient Clinics 


(obstetrics ). Post recognised for 


testimonials, 


sener- No casualty department. Recognised for F.R.C.S. and 
D.L. 
HOU SE PHYSICIAN (Chest Unit), second or third post, 


Male or Female, vacant Ist September. Duties include care of 
about 20 chest cases (including T.B. Chalets) which may increase 
in due course, and 4 outpatient clinics weekly, including refills, 
forming a progressive chest unit for the Aylesbury area. Instruc- 
tion in bronchoscopy and bronchography given. Anacute Geriatric 
Unit, a small long-stay Annexe and a medical Outpatient Clinic 
provide some ger neral medicine. No casualty department. 
Applications for a locum appointment will be considered. 


Both posts are recognised for Pre-registration Service, but 
registered practitioners are invited to apply. 
Applications, with 2 testimonials, to the Administrative 


Officer as soon as possible. 


ABERDEEN GENERAL HOSPITALS BOARD OF 
MANAGEMENT. Applications are invited for the appointment of 
a REGISTRAR in Ophthalmology at Aberdeen Royal Infirmary 
to commence duty on 5th October, 1953. Conditions of service 
in accordance with the terms issued by the Department of 
Health for Scotland. 

Applications, with the names of 2 referees, 
with the Secretary, 
road, Aberdeen, 
advertisement. 


should be lodged 
Aberdeen General Hospitals, 62, Queen’s- 
within 14 days of the appearance of this 
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ABERDEEN GENERAL HOSPITALS BOARD OF 
MANAGEMENT. Applications are invited for the appointment 
of REGISTRAR in Obstetrics and Gynecology to commence 
oe on 5th October, 1953. Duties will be undertaken at the 
Aberdeen Royal Infirmary and Woodend General Hospital ; 
Aberdeen Maternity Hospital and Associated Maternity Homes. 
Conditions of service in accordance with the terms issued by the 
Department of Health for Scotland. 

Applications, with the names of 2 referees, should be lodged 
with the Secretary, Aberdeen General Hospitals, 62, Queen’s- 
road, Aberdeen, within 14 days of the appearance of this 
advertisement. 

ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 

MENT COMMITTEE. E.N.T. SURGEON (Senior House Officer 

e) required for duty at Ashton-under-Lyne General Hospital. 
alary £670 p.a., less £155 p.a. for board, lodging, &c. 

Applications, stating age, nationality, qualifications and 
experience, with copies of 3 testimonials, to be forwarded to the 
pow A Secretary, Astley-road, Stalybridge, Cheshire, as soon as 

ossible. 


ASHFORD HOSPITAL, Ashford, Kent. Applications are 
invited for the appointment of RESIDENT HOUSE SURGEON 
at the above — Salary £350, £400, or £450 a year, 
according to experience. A deduction of £100 a year will be 
made in respect of residential emoluments. 

Applications, stating age, qualifications, and the names and 
addresses of 2 referees, to the Group Secretary, “‘ Ash-Eton,’ 
Radnor Park West, Folkestone. 


ASHFORD (near), KENT. WILLESBOROUGH HOS- 
PITAL. Applications are invited for the appointment of HOUSE 
PHYSICIAN at the above Hospital. Salary £350, £400, or 
£450 a year according to experience. A deduction of £100 a 
year will be made in respect of residential emoluments. 

Applications, stating age, qualifications, and the names and 
addresses of 2 referees, to the Group Secretary, ‘“‘ Ash-Eton,” 
Radnor Park West, Folkestone. 
ASHFORD (near), KENT. WILLESBOROUGH HOS- 
PITAL. Ep pey are invited for the appointment of HOUSE 
SURGEON at the above Hospital. Good experience in general 
surgery with some casualty work. Salary £350, £400 or £450 a 
year, less £100 a year for residential emoluments. 

Applications, stating age, qualifications, and the names and 

dresses of 2 referees, should be forwarded to the Group 
Secretary, ‘‘ Ash-Eton,’”’ Radnor Park West, Folkestone. 
BARNSLEY. ST. HELEN HOSPITAL. Barnsley Hos- 
PITAL MANAGEMENT COMMITTEE. Applications are invited for 
the post of HOUSE SURGEON (Senior House Officer grade) 
to the Obstetrical and Gynecological Unit (107 Beds), duties 
to commence on Ist October, 1953. The post is recognised for 
the D.Obst.R.C.0.G. Salary in accordance with terms and 
conditions of service for hospital medical staff. 

Applications should be sent to the undersigned as soon as 
possible. 





J. H. NuNN, Secretary to the Committee. 

__33, Gawber-road, Barnsley. 
BARNSLEY. BECKETT HOSPITAL. Sheffield Regional 
HOSPITAL BOARD. Whole-time RESIDENT CASUALTY 
REGISTRAR required. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 7th September, 1953, giving age, 
nationality, qualific ations, present and previous appointments 
with dates, naming 3 referees. 


BATH. ST. MARTIN’S HOSPITAL. Applications are 
invited from registered medical practitioners for the post of 
CASUALTY OFFICER at above Hospital. The post is graded 
Senior House Officer and is resident. 

Applications, stating age, qualifications and experience, with 
3 testimonials, should be forwarded to the undersigned as soon 
as possible. J. LAWRENCE MEARS, Secretary, 

Bath Hospital Management Committee. 

Manor Hospital, Bath. 

BEDFORD GENERAL HOSPITAL. (435 Beds.) Bedford 
GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
HOUSE SURGEON required. The appointment offers excep- 
tional so for general experience in a busy Acute 
Surgical Unit. 

Applications, stating age, nationality, qualifications, previous 
appointments, together with copies of 2 testimonials, should be 
forwarded to the Group Secretary, 3, Kimbolton- road, Bedford. 
BEDFORD GENERAL HOSPITAL. (435 Beds.) Locum 
RESIDENT GENERAL SURGICAL REGISTRAR required 
immediately. Salary £16 per week. 

Applications, with full particulars, to Group _ Secretary, 

Bedford Group Hospital Management Committee, 3, Kimbolton- 
road, Bedford. 
BEXHILL-ON-SEA. BEXHILL HOSPITAL. (62 Beds.) 
2 HOUSE SURGEONS. Posts now vacant. (A small modern 
hospital on the South coast.) Considerable acute surgical work 
and busy Outpatient Department. Excellent all-round experi- 
ence. National scale of salary. 

Apply to Hospital Administrator. 

BIRMINGHAM, 18. DUDLEY ROAD INFIRMARY, 
Western-road. JUNIOR HOSPITAL MEDICAL OFFICERS 
required. The Hospital has 1000 Beds for the care of the 
si000 pn sick and an active Geriatric Unit. Salary £700- 

Agoteatinns, with copies of 3 recent testimonials, to Secretary, 
Hospital Management Committee, Dudley Road Hospital, 
Birmingham, 18. re @ 12 
BIRMINGHAM, 138. DUDLEY ROAD HOSPITAL. 
2 HOUSE OFFICERS in Anesthetics (resident) required. 
Posts vacant immediately and recognised for Diploma in 
Anesthetics. The persons appointed will be centred at Dudley 
Road a with duties at other hospitals within the Group. 

Detail ee -—— macarates by copies of 3 recent 
testimonials. the Secretary 








gga oe 13. SORRENTO MATERNITY HOS- 

PITAL. 112 Beds, including 24 premature baby cots.) 

OBSTETRIC HOUSE SURGEON. Appointment recognised 

for D.Obst.R.C.0.G. Hospital affiliated to Birmingham Medical 

Print for training of students. Post vacant early October, 
ood. 

Applications to the Obstetrician not later than 2nd September, 
BIRMINGHAM ACCIDENT HOSPITAL, Bath-row, Bir- 
MINGHAM, 15. (215 Beds.) Applications are invited from 
registered practitioners for the post of RESIDENT SURGICAL 
OFFICER (Senior House Officer grade), vacant Ist October, 
1953. The Hospital is the largest traumatic Unit in the country, 
and treats 50,000 new patients each year. The post offers 
ample opportunity for practical experience in the management 
of all types of injury, and teaching by the Consultant Staff. 
Salary at the rate of £670 p.a., less £140 p.a. in respect of 
emoluments. 

Applications, accompanied by copies of recent testimonials, to 

the Administrator. 
BIRMINGHAM ACCIDENT HOSPITAL, Bath-row, Bir- 
MINGHAM, 15. (215 Beds.) HOUSE SURGEONS (Male or 
Female). 1 post vacant Ist October, 3 posts vacant Ist November. 
Recognised for F.R.C.S. The appointments will be for a period 
of 6 months of which 2 may be spent in the Burns Unit (Medical 
Research Council). The Hospital is the largest Traumatic Unit 
in the country and treats 50,000 new patients each year. Posts 
are open to registered practitioners and pre-registration appli- 
cants and offer ample. opportunity for practical experience in 
the management of all types of injury and teaching by the 
Consultant Staff. 

Applications, with copies of recent testimonials or names of 
2 referees, to the Administrator. 

BIRMINGHAM REGIONAL HOSPITAL BOARD. 
(a) Coventry Group of hospitals 

Whole-time SENIOR REGISTRAR in _ Radio-diagnosis. 

Duties, mainly at Coventry and Warwickshire Hospital. 
(b) Stoke-on-Trent Group of hospitals 

Whole-time SENIOR REGISTRAR in Pathology. Duties 
mainly at the North Staffordshire Royal Infirmary (475 Beds). 
Resident or non-resident. 

(c) Monyhull Hall Mental Defective Hospital, Bir- 
mingham (1142 Beds) 

Whole-time SENIOR REGISTRAR in Psychiatry, some duties 
at ancillary premises including residential special school for 350 
children. Hospital recognised for D.P.M. Single accommodation 
available. Candidates should have considerable experience in 
specialty. ‘ 

(a) and (b) posts experience specialty essential. Successful 
candidates may subsequently be required to spend not more 
than 2 years in a selected hospital of the United Birmingham 
Hospitals in accordance with the arrangements for the inter- 
change of Registrars agreed between the 2 Boards. 

Application forms from Secretary, 10, Augustus-road, 
Birmingham, 15, to be returned before 7th September, 1953. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 

(a) Barnsley Hall Hospital, Bromsgrove (738 Beds) 

Whole-time REGISTRAR in Psychiatry. Single accommoda- 
tion available. Post offers experience in all modern methods 
of treatment. 

(b) Hollymoor Hospital, Birmingham, 31 (640 Beds) 

Whole-time REGISTRAR in Psychiatry. Post offers good 
experience in diagnosis and treatment of psychosis and neurosis. 

(c) St. Matthew’s Hospital, Burntwood (1285 Beds) 

Whole-time REGISTRAR in Psychiatry. Hospital fulfils the 
requirements of R.M.P.A. Resident. Married quarters available. 
Experience specialty essential. 

(d) Stoke-on-Trent, Hartshill Orthopedic Hospital 
(77 Beds) 

Whole-time REGISTRAR in Orthopedics. Duties also in 
orthopedic and accident wards, Nerth Staffs Royal Infirmary. 
Experience specialty an advantage. 

(e) South Warwickshire Hospital Group 

Whole-time REGISTRAR in Chest Diseases. Duties at 
Warwick Hospital (350 Beds), Leamington Spa and Stratford- 
on-Avon Chest Clinics. Close association with Thoracic Surgical 
Unit. Resident at Heathcote Hospital (29 Beds, increasing to 
approximately 54 Beds), and will take day-to-day responsibility 
for patients in M.R.C, trials. 

Posts (b) and (c) Hospital recognised for D.P.M. (6) and (d) 
resident or non-resident. 

Application forms from Secretary, 10, Augustus-road, 
Birmingham, 15, to be returned before 7th September, 1953. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the post of REGISTRAR 
in Radiotherapy (non-resident), Registrar grade, for duties at 
the Radiotherapy Centre of the United Birming! “wr Hospitals. 
The post is tenable for 1 year in the first instance. Candidates 
should at least have obtained Part I of the appropriate diploma 
and should have practical experience in radiotherapy. Salary 
will be in accordance with the terms and conditions of service 
of hospital medical and dental staffs. 

Application forms may be obtained from the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Edgbaston, Birmingham, 15, and should be returned to him 
not later than 5th September, 1953. Y 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. BIRMINGHAM DENTAL HOSPITAL. Applications are 
invited for the appointment of a GENERAL DENTAL PRAC- 
TITIONER to undertake 3 morning sessions weekly (Tuesday, 
Thursday, and Saturday) at the above Hospital. Candidates 
must be prepared to undertake duties in any department of the 
Hospital. Salary will be in accordance with the terms and 
conditions of service of hospital medical and dental staffs. 

Application forms may be obtained from the Secre wit United 
Birmingham Hospitals, Queen Elizabeth Hospital, Edgbaston, 
Birmingham, 15, and should be returned to him not later than 
5th September, 1953. 
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BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
be mye gay Po cee mola HOSPITAL, Ladywood-road, BIRM- 

NGHAM, 16. Applications are invited for the appointment of 
RESIDENT MEDICAL OFFICER in the oui of Senior 
House Officer, vacant Ist November, 1953, for 1 year. 

_ Forms of application may be obtained from the House 
Governor and should be returned not later than 12th September, 
1953. G. A. PHALP, Secretary to the Board of Governors. 
BISHOP’S STORTFORD AND DISTRICT HOSPITAL, 
Rye-street, BISHOP’S STORTFORD, HERTS. (67 Beds—medical, 
surgical, and maternity. Midway between London and Cam- 
bridge. Main Line Railway from Liverpool Street.) Applica- 
tions are invited from registered medical practitioners for a 
RESIDENT HOUSE OFFICER (first or second post held). 
Salary £350-£400 p.a., less £100 p.a. for residential emoluments. 
Appointment to commence as soon as possible. 

Applications, stating age, nationality, qualifications and 
experience, with copies of recent testimonials or the names of 
referees, should be sent to the Hospital Secretary, Haymeads 
Hospital, Bishop’s Stortford, Herts. s . 
BISHOP’S STORTFORD, HERTS. 
PITAL. (400 occupied beds. Midway between London and 
Cambridge. _Main Line Railway from Liverpool Street.) Appli- 
cations are invited from registered medical practitioners for a 
RESIDENT HOUSE OFFICER (surgical), first or second post 
held. Pre-registration post. Salary £350-£400 p.a., less £100 
p.a. for residential emoluments. Appointment to commence 
as soon as possible. 

Applications, stating age, nationality, qualifications and 
experience, with copies of recent testimonials or the names of 
referees, to the Hospital Secretary. 

BISHOP’S STORTFORD, HERTFORDSHIRE. HAY- 
MEADS HOSPITAL. (400 occupied beds. Midway between London 
and Cambridge. Main Line Railway from Liverpool Street.) 
Applications are invited for the following :— 

HOUSE OFFICER (medical), Male or Female, first, second, 
or third post held, with primary attachment to the Pediatric 
Ward of 24 Beds, and other duties in connection with 8 skin 
beds and Casualty Department. Salary £350-£450 p.a. To 
commence Ist October, 1953. 

_ HOUSE OFFICER (medical), Male or Female. Pre-registra- 
tion or first or second post held. Salary £350-£400 p.a. To 
commence 7th October, 1953. 

Both appointments are for a period of 6 months and subject 
to residential emoluments of £100 p.a. 

Applications, stating nationality, age, qualifications, and 
experience, with copies of recent testimonials or the names of 
referees, should be sent to the Hospital Secretary as soon as 
possible. . 
BISHOP’S STORTFORD, HERTFORDSHIRE. HAY- 
MEADS HOSPITAL. (400 ocoupied beds, Midway between London 
and Cambridge. Main Line Railway from Liverpool Street.) 
Applications are invited from registered medical practitioners 
for the appointment of a Whole-time Temporary SURGICAL 
REGISTRAR at the above Hospital. Appointment to commence 
Ist October, 1953, or as soon thereafter as possible, for a period 
of 6 months. Salary at the rate of £775-£890 p.a., less £130 p.a. 
for residential cunclumenta. 

Applications, giving fullest details, together with copies of 
recent testimonials or the names of referees, to the Hospital 
Secretary. 

BLACKBURN. QUEEN’S PARK HOSPITAL. (644 Beds, 
including 83 obstetric and gynecology.) BLACKBURN AND 
DISTRICT HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (obstetrics and gynecology) required on 6th October, 
1953, at above Hospital. Post recognised for M.R.C.0O.G,. 
Duties as arranged by Consultant-in-charge. Group contains 
174 gyneecological and obstetric beds. 

Apply to Secretary, Hospital Management Committee Office, 
Royal Infirmary, Blackburn. 

BOURNEMOUTH, HANTS. ROYAL VICTORIA HOS- 
PITAL, WESTBOURNE. BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
appointment of HOUSE SURGEON for E.N.T. and ophthalmic 
duties. In addition to the duties at the above Hospital, the 
successful candidate will be required to assist in E.N.T. out- 
patient clinics at Royal Victoria Hospital, Bournemouth, and 
Poole General Hospital. 

Applications to the Deputy Hospital Secretary, Royal Victoria 
Hospital, Shelley-road, Bournemouth. . 


BOURNEMOUTH. ROYAL VICTORIA HOSPITAL. 

(492 Beds.) BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGE- 

MENT COMMITTEE. Applications are invited for the immediate 

appointment of RESIDENT SENIOR HOUSE OFFICER 

(orthopeedic and casualty combined). The post is recognised for 

the F.R.C.S. examination and is tenable for 1 year. 
Applications to the Deputy Hospital Secretary 


BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 
(544 Beds.) Applications invited for post of HOUSE OFFICER 
(orthopedic surgery), first, second, or third post. Post tenable 
for 6 months and is recognised under F.R.C.S. regulations. 
Salary in accordance with the terms of service issued by the 
Ministry of Health, plus £50 p.a. . 

Applications, with copies of 3 testimonials, should be for- 
warded to the Group Secretary, Colchester Hospital Manage- 
ment Committee, 14, Pope’s-lane, Colchester, Essex. 


BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 
(544 Beds.) Applications invited for post of SENIOR HOUSE 
OFFICER for Surgical Tuberculosis Unit, comprising chiefly 
orthopeedic tuberculosis, genito-urinary tuberculosis, and other 
non-pulmonary and combined lesions. Post tenable for 1 year. 
Salary in accordance with the terms of service issued by the 
Ministry of Health. 

Applications, with copies of 3 testimonials, should be for- 
warded to the Group Secretary, Colchester Hospital Management 
Committee, 14, Pope’s-lane, Colchester, Essex. 
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BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 

(544 Beds.) Locum SENIOR HOUSE OFFICER required for 

Surgical Tuberculosis Unit, comprising chiefly orthopedic 

tuberculosis, genito-urinary tuberculosis, and other non- 

pulmonary and combined lesions. Salary in accordance with 
the terms of service issued by the Ministry of Health. 

Applications, with copies of 3 testimonials, should be forwarded 
to the Group Secretary, Colchester Hospital Management 
Committee, 14, Pope’s-lane, Colchester, Essex. 

BRADFORD CHILDREN’S HOSPITAL. (102 Beds.) 

HOUSE OFFICER (Female), vacant now. Salary. £350-£450 

yay £100 p.a. residential emoluments. (Recognised for 

).C.H.) 

Applications, stating age, nationality, qualifications and 
experience, with copy testimonials, to Secretary, Bradford Royal 
Infirmary. 

BRADFORD. ROYAL EYE AND EAR HOSPITAL. 
HOUSE SURGEON (E.N.T.), vacant 10th September. 
HOUSE SURGEON (ophthalmology), vacant now. 

Hospital recognised for D.L.O., D.O.M.S., and F.R.C.S. Salary 

for both posts £350-£450 p.a., less £100 p.a. residential emolu- 

ments. 

Applications, stating age, nationality, qualifications and 
experience, with copy testimonials, to Secretary, Bradford Royal 
Infirmary. 

BRADFORD ROYAL INFIRMARY. 
HOUSE SURGEON (Thoracic Unit), vacant now. 
ORTHOP AZDIC HOUSE SURGEON /CASUALTY OFFICER, 

vacant Ist October. 

Salary for above posts £350-£450 p.a., less £100 p.a. residential 
emoluments. 

Applications, stating age, nationality, qualifications and 
experience, with copy testimonials, to Secretary. 
BRADFORD. ST. LUKE’S HOSPITAL. 

SENIOR ORTHOPAEDIC HOUSE SURGEON/CASUALTY 
OFFICER, vacant Ist September. Salary £670 p.a., less £130 
p.a. residential emoluments. 

HOUSE SURGEON (general and plastic), vacant now. 

HOUSE SURGEON (genera! and casualty), vacant now. 

ORTHOPXDIC HOUSE SU RGEON/CASUALTY OFFICER, 
vacant Ist September. 

HOUSE OFFICER (pediatrics), vacant Ist September. 

Salary for above 4 posts £350—-£450 p.a., less £100 p.a. resi- 
dential emoluments. 

Applications for all above posts, stating age, nationality, 
qualifications and experience, with copy testimonials, to 
Secretary, Bradford Royal Infirmary. 

BOLTON AND DISTRICT HOSPITAL MANAGEMENT 

COMMITTEE. 

Group Laboratories 

RESIDENT PATHOLOGIST (Senior House Officer grade), 
vacant immediately, tenable for 12 months and recognised for 
the Dip. Path. 

Bolton District General Hospital (545 Beds) 

RESIDENT HOUSE SURGEON for General Surgical 
duties. Vacant immediately, tenable for 6 months and recognised 
under the Pre-registration Service scheme. 

Applications, stating age, nationality, qualifications, and 
experience, and the names of 2 referees, should be sent imme- 
diately to H. P. TRAvis, Group Secretary. 

The Royal Infirmary, Bolton. 

BOSTON. GENERAL HOSPITAL. Sheffield Regional 

HOSPITAL BOARD. Whole-time RESIDENT REGISTRAR 

(general surgery and E.N.T.) required with relief duties in the 

Casualty Department. Appointment for 1 year in first instance. 
Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 7th September, 1953, giving age, 

nationality, qualifications, present and previous appointments 

with dates, naming 3 referees. y “a 

BRENTWOOD, ESSEX. WARLEY HOSPITAL (form- 

erly Brentwood Mental Hospital). SENIOR HOUSE OFFICER 

required. The Hospital is situated within easy reach of London 

by main line electric service and bus. There are over 2000 

Beds and a wide experience of all types of mental disorders 

(including the neuroses) can be obtained. All modern_treat- 

ments are carried out, including psychosurgery. Visiting 

Consultants in other specialties attend regularly. Teaching by 

senior staff and facilities for attending postgraduate courses are 

provided ; also experience of outpatient clinics. Regular 
clinical meetings are held. The successful applicant will work 
under the direction of a Consultant Psychiatrist. Library, 
private bedroom and individual sitting-room are provided. 

Indoor and outdoor recreational facilities. The post may be 

non-resident. Salary at the rate of £670 p.a., less a reasonable 

charge for residential emoluments. 

Applications, stating age, experience, and qualifications, 
should be sent to the Physician-Superintendent, with the names 
of 2 referees. 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(300 Beds.) RESIDENT ANASSTHETIST (Senior House 
Officer grade) required at the above Hospital, vacant now. 
Recognised for D.A. 

Applications, stating age, qualifications and experience with 
names and addresses of 2 referees, to the Administrative Officer. 


BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. ROSSENDALE GENERAL HOSPITAL. SENIOR HOUSE 
OFFICER (obstetrics) for Obstetric/Gynecological Unit con- 
sisting of 25 obstetric and 8 gyneecological beds. 

Applications to H. WILKINSON, Esq., Group Secretary. 

Bury General Hospital, Walmersley-road. Bury, Lancs. 
BRISTOL. UNITED BRISTOL HOSPITALS. Bristol 
EYE HOSPITAL. Applications are invited for the resident post of 
Locum HOUSE SURGEON in the Bristol Eye Hospital. 
Previous ophthalmic experience not essential. 

Applications should be sent immediately to Secretary to the 
Board, Royal Infirmary Branch, Marlborough-street, Bristol, 2. 
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BRISTOL. UNITED BRISTOL HOSPITALS. (Joint 
Appointment with South-Western Regional Hospital Board.) 
Applications are invited by the above Boards from registered 
medical practitioners for the post of REGISTRAR os Radiology 
diagnostic). The appointment will be subject to the terms 
and conditions of service of hospital medical and dental staffs 
negotiated between the Minister and the Profession. The 
successful candidate a be appointed to work in the first 
instance for 1 year in the United Bristol Hospitals, the 
Teaching Hospitals for Bristol University. 

Applications, stating age, qualifications, experience, and giving 
the names of 2 referees, should be sent not later than 31st August, 
1953, to Secretary to the Board, Royal Infirmary Branch, 
Bristol, 2 
BRISTOL. WINFORD < ORTHOPADIC HOSPITAL. 
(232 Beds.) SENIOR HOUSE OFFICER. Applications invited 
from registered medical practitioners to fill immediate vacancy. 
Salary £670 p.a. Post tenable for 12 months or longer, resident 
or non-resident. 

Apply, stating age, qualifications and experience, with 
testimonials, to undersigned as soon as possible. 

E. N. ROPER, Secretary-Administrator. 
BRISTOL. COSSHAM MEMORIAL HOSPITAL. 
Applications are invited for the following appointments at 
Cossham Memorial] Hospital, a general hospital of 89 Beds with 
considerable outpatient and casualty activity, situated in the 
a TS and residential area of East Bristol :— 
— RESIDENT AND CASUALTY OFFICER (Senior 
use Officer grade), vacant immediately. 

HOUSE SURGEON 

Applications, quoting age, experience, and names at 2 referees, 
to the Group Secretary, Frenchay Hospital, Bristo 
BRISTOL. COSSHAM/FRENCHAY WOSPIEAL MAN- 
AGEMENT COMMITTEE. FRENCHAY HOSPITAL. Applications are 
invited from registered practitioners for the post of SENIOR 
HOUSE OFFICER. The appointment, which will be for 1 year 
in the first instance, is on the terms and conditions of service 
for hospital medical staff and is at a salary of £670, less a deduc- 
tion of £120 p.a. in respect of unmarried accommodation provided 
at the Hospital. The candidate appointed will have general 
supervision under the Consultant staff of the beds for general 
medicine, which at present number 70. As the Senior House 
Officer he will be in charge of the ‘“‘ House” and his duties 
will include pre-employment medical examinations of staff 
appointed by the Hospital Management Committee. It is 
customary for the resident nursing staff to be invited to register 
on the patients’ panel of the Senior House Officer, who is 
entitled to retain the appropriate fees receivable. The Hospital 
is attractively situated on the outskirts of Bristol and has in 
addition to the general medical and surgical beds, a Nurses’ 
Training School and the specialised departments of neurosurgery, 
— surgery and thoracic surgery serving the South West 

egional area. The Hospital is rapidly developing and now 
provides over 500 staffed beds. 

Applications, containing details of qualifications and experi- 

ence, together with the names of 3 referees, should be forwarded 
to the Group Secretary, Frenchay Hospital, not later than 
29th August, 1953. 
BROXBURN, WEST LOTHIAN. BANGOUR GENERAL 
HOSPITAL. Applications are invited for the appointment, immedi- 
ate vacancy, of a RESIDENT SENIOR HOUSE OFFICER 
(aneesthetics), tenable for 1 year. 

Applications, stating age, qualifications and experience, 
together with the names of 3 referees, to be sent to the Medical 
Superintendent, Bangour Hospital, Broxburn, West Lothian, 
within 14 days "of the appearance of this advertisement. 
CAMBORNE. TEHIDY Neeerr at Le Beds.) West 
CORNWALL HOSPITAL MANAGEMENT There is a 
vacancy for a RESIDENT HOSPITAL “OFFICER for which 
applications are invited from registered medical practitioners. 

hose convalescent from tuberculosis will be favourably con- 
sidered. A Thoracic Surgical Unit has recently been opened at 
this Hospital so that wide experience in the medical] and surgical 
treatment of chest conditions is available. The duties also 
include attendance at weekly meetings of the specialist staff. 

Applications to the Hospital Secretary. oa 
CANTERBURY. KENT AND CANTERBURY HOSPITAL. 
(265 Beds.) GENERAL SURGICAL AND UROLOGICAL 
HOUSE SURGEON. The above post, which is recognised for 
the F.R.C.S. Diploma, becomes vacant at the end of September, 
1953. National Health Service salary and conditions. 

Applications, together with copies of 2 —. to be 

addressed to the Hospital Secretary at the above Hospita 
CARMARTHEN. WEST WALES GENERAL WOSRITAL. 
(160 Beds—recognised for Pre-registration Service.) Applica- 
tions are invited for the post of RESIDENT HOUSE OFFICER 
(medical). Salary £350, £400, and £450 p.a., according to 
experience, less £100 p.a. tor board-residence. 

Applications, stating age, .qualifications, experjence, and 
nationality, with names and addresses of 3 referees, to Group 
Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. ie 
CARLISLE. CUMBERLAND INFIRMARY. (340 Beds.) 
Applications are invited for the appointment of SENIOR 
HOUSE PHYSICIAN (Genior House Officer) in General 
Medicine. The appointment is for a period of 1 year. 

Applications, with names of 2 referees, should be forwarded 
immediately to the Secretary, East Cumberland Hospital 
Management Committee, Cumberland Infirmary, Carlisle. 
CHESTERFIELD ROYAL HOSPITAL. Applications are 
invited for the post of SENIOR HOUSE PHYSICIAN (Senior 
House Officer). 36-Bedded Unit, with opportunities for gaining 
experience in acute general mcdicine, peediatrics, diabetes, and 
dermatology. The appointment will be tenable for 1 year, and 
the salary payable is £670 p.a., less £155 p.a. if resident. 

Apply Secretary, Chesterfield Hospital Management Com- 
mittee, for further details. 











CHESTERFIELD ROYAL HOSPITAL. Applications 
are invited for the post of RESIDENT CASUALTY OFFICER 
(pre-registration grade or Senior House Officer status if person 
appointed has sufficient experience) now vacant at above 
Hospital. Ministry of Health salary and conditions of service. 
There are 2 Junior and 1 Senior Casualty Officers in the depart- 
ment. The post is recognised for training for the F.R.C.S. 
examination. Duties are primarily in the Casualty Department 
but by mutual arrangement 1 Casualty Officer performs duties 
in the Accident and Orthopedic Department, and thus oppor- 
tunities occur for all 3 to gain experience in that department. 

Apply, stating age, nationality, and qualifications, with copies 
of recent testimonials, to— 

M. H. Boonr, Secretary, 

Chesterfield Hospital Management Committee. 
CAMBRIDGE. PAPWORTH HOSPITAL. East Anglian 
REGIONAL HOSPITAL BOARD. MEDICAL REGISTRAR at 
above Hospital. Post provides wide range of experience in 
tuberculosis and includes duties in the Thoracic Surgical Unit. 
Appointment for 1 year, renewable for second year. 

Applications, stating age, qualifications, and details of present 
and previous appointments, with names of 3 referees, to Secretary 
of Board, 117, Chesterton-road, Cambridge, by 7th September, 
1953. Candidates invited to visit Hospital by arrangement 
with Hospital Management Committee Secretary at the Hospital. 


CAMBRIDGE. PAPWORTH HOSPITAL. (201 Beds 
for pulmonary tuberculosis including Thoracic Surgical Unit.) 
HOUSE OFFICER required. Salary £450 p.a. 

Applications, with 3 recent testimonials, to the Secretary, 
Papworth Hall, Cambridge. 
CAMBRIDGE. ADDENBROOKE’S HOSPITAL. House 
OFFICER to Departments of Dermatology, Ophthalmology, 
and Prediatrics for 6 months from 11th October, 1953. Recog- 
nised Pre-registration Service. 

Apply, stating age, nationality, qualifications, and experience 
with dates, and copies of 3 testimonials, to Secretary by 2nd 
September. Interviews 14th September. 


CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Obstetric 
REGISTRAR, vacant Ist November. For 1 year in the first 
instance, reviewable annually. 

Apply, with full particulars, and copies of 3 recent testimonials, 
to Secretary by 8th Se ptember. 

CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Resident 
ANASSTHETIC HOUSE OFFICER from 2nd October for 6 
months. Recognised Pre-registration Service. 

Apply, stating age, nationality, qualifications and experience, 
with dates, and copies of 3 testimonials to Secretary by 26th 
August. 7 
CAMBRIDGE. MATERNITY HOSPITAL. Senior House 
OFFICER from Ist October, 1953, for 1 year. Some previous 
obstetrical experience essential. Recognised as an obstetrical 
appointment for M.R.C.O.G. and D.Obst. R.C.O.G. examinations. 

Apply, stating age, nationality, qualifications and experience, 
with dates, and copies of 3 testimonials to Secretary, United 
Cambridge Hospitals, Addenbrooke’s Hospital by 2nd September. 


CAMBRIDGE. THE CHEST CLINIC. East Anglian 
REGIONAL HOSPITAL BOARD. SENIOR REGISTRAR in Chest 
Medicine at above Clinic. The post offers wide experience in all 
aspects of chest diseases. Higher medical qualification and wide 
experience in chest gliseases and tuberculosis desirable. 

Applications, stating age, qualifications, and details of present 
and previous appointments, together with names of 3 referees, 
to Secretary of Board, 117, Chesterton-road, Cambridge, by 
7th September, 1953. Candidates invited to visit Clinic by direct 
arrangement with Consultant Chest Physician, Chest Clinic, 
Castle Hill, Cambridge. 


CARSHALTON, SURREY. ST. HELIER HOSPITAL, 
Wrythe-lane. ST. HELIER GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from registered and provi- 
sionally registered medical practitioners for the post of HOUSE 
SURGEON, vacant now. 

Applic ations, stating age, qualifications and experience, with 

copies of 2 testimonials, and the names of 2 2 referees, should be 
sent as soon as possible to the Group Sec retary at the above 
address. 
CARSHALTON, SURREY. ST. HELIER HOSPITAL, 
Wrythe-lane. ST. HELIER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for 3 posts of CASUALTY 
OFFICER (Senior House Officer), vacant 3lst August, 14th and 
28th September. Salary £670 p.a. 

Applications, stating age, qualifications and experience, with 
copies of 2 testimonials, and the names of 2 referees, should be 
sent as soon as possible to the Group Secretary, at the above 
address. ; a, ne 
CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) SENIOR HOUSE SURGEON (Deputy 
Resident Surgical Officer) required. Post recognised for F.R.C.S. 
Staff—Resident Surgical Officer, 3 House Surgeons, Resident 
Medical Officer, House Physician. Salary £670, less £150 for 
residence. Vacant 21st August. 

Applications, with full details, and names of referees, to 
Group Secretary. : 
CHICHESTER. ST. RICHARD’S HOSPITAL. Applica- 
tions are invited for the post of HOUSE PHYSICIAN (Pre- 
registration) for 6 months in the first instance. Post vacant 
16th September, 1953. . 

Applications, stating age, qualifications, together with names 
of 2 referees, should be sent to the Surgeon-Superintendent 
immediately. 

CHERTSEY, SURREY. ST. PETER’S HOSPITAL. 
(443 Beds.) The post of SENIOR HOUSE OFFICER in the 
Gynecological and E.N.T. Departments is now vacant. 

Applications, together with testimonials, or names of referees, 
should be sent to the Physician- Superintendent as soon as 
possible. 
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CHERTSEY. SURREY. ST PETER’S HOSPITAL (late 
ag: Park War Hospital). (443 Beds.) Required, SENIOR 
HOUSE OFFICER or een Department. ) Previous 
orthopesedic experience not essential. Appointment very 
suitable for candidate reading for a higher qualification, and is 
recognised by the Royal College of Surgeons for the F.R.C.S. 
Salary in accordance with terms and conditions of National 
Health Service. Post vacant 24th August. 

Applications quoting reference (LAN), together with names 

and addresses of referees, to Physician- | Bn nee as soon 
as possible. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL 
(late Botleys Park War Hospital). (443 Beds.) Required, 
SENIOR HOUSE OFFICER AN AgS Aor gs Appointment 
recognised for the D.A. and the F.F.A.R.C.S. Salary in accord- 
ance with terms and conditions of Miathenal Health Service. 

Applications, together with names and addresses of referees, 

co be sent to the Physician-Superintendent, St. Peter’s Hospital, 
as soon as possible. 
CHELMSFORD AND ESSEX HOSPITAL. Applications 
are invited for the post of CASUALTY OFFICER (Senior House 
Officer), resident and tenable for 1 year. It offers excellent 
experience in the treatment of fractures and diagnosis of acute 
medical and surgical emergencies. Opportunity is given for the 
Casualty Officer to follow up his cases in the wards and to obtain 
operating experience in major theatre under the guidance of the 
Consultants or the Resident Surgical Officer. Off-duty time is 
generous and the post is one likely to suit both an Officer seeking 
a higher qualification in surgery or one intending General 
Practice. The vacancy will occur in September. Salary £670 
p.a., with £130 deduction for residential emoluments. 

Apply Secretary, Chelmsford Group Hospital Management 

Committee, Chelmsford and Essex Hospital, London-road, 
Chelmsford, Essex. 
CHELMSFORD HOSPITALS. Applications are invited 
for the post of RESIDENT ANACSTHETIST (Senior House 
Officer) to large Surgical Units, for a period of 12 months, 
commencing immediately. 

Applications, stating age, sex, qualifications and experience, 
with recent testimonials, should be sent to the Secretary, 
Hospital Management Committee—Chelmsford Group, Chelms- 
ford and Essex Hospital, London-road, Chelmsford. 
COLCHESTER. ESSEX COUNTY HOSPITAL. (189 
Beds.) Applications invited for post of SENIOR HOUSE 
OFFICER to Casualty and E.N.T. Departments at the above 
Booval. Post tenable for 6 months or 1 year. Rec ognised for 

F.R.C.S. Salary in accordance with the terms of service issued 
by the Ministry of Health. 

Applications, with copies of 3 testimonials, should be for- 
warded to the Group Secretary, Colchester Hospital Manage- 
ment Committee, 14, Pope’s-lane, Colchester, Essex. 
COLCHESTER. ESSEX COUNTY HOSPITAL. (189 
Beds.) Applications invited for post of HOUSE OFFICER 
to Casualty and Radiotherapy Departments at above Hospital. 
First, second, or third post ; tenable for 6 months. Salary in 
accordance with the terms of service issued by the Ministry of 


ealth. 

Applications, with copies of 3 testimonials, should be forwarded 
to the Group Secretary, Colchester Hospital Management 
Committee, 14, Pope’s-lane, Colchester, Essex. 


COVENTRY AND WARWICKSHIRE HOSPITAL. (346 
Beds.) RESIDENT SENIOR HOUSE OFFICER in Anes- 
thetics required, now vacant. Salary £670 p.a. Hospital 
recognised for F.F.A.R.C.S. Excellent experience in all types 
of general anesthesia. 

Applications to the Secretary, Group 20 Hospital Management 
Committee, oe and Warwickshire Hospital, Coventry. 


COVENTRY AN WARWICKSHIRE HOSPITAL. 
RECEIVING-ROOM OFFIC ER required. Salary £670 p.a. 
Vacant end of August. Recognised for F.R.C.S. 

Applications to the Secretary, Group 20 Hospital Manage- 
ment Committee, Stoney Stanton-road, Coventry. 


COVENTRY. GQULSON HOSPITAL. (329 Beds.) House 
PHYSICIAN required for 3rd September (106 general medicine 
beds). Pre-registration post. 

Applications to the Secretary, Group 20 Hospital Management 
Committee, Coventry and Warwickshire Hospital, Coventry. 


CROYDON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
Applications are invited for appointment of RESIDENT 
ANA STHETIC REGISTRAR (whole-time) for Group Duties 
mainly at Mayday Hospital (618 Beds), commencing Ist October. 
Candidates must have experience in anesthetics and possession of 
D.A. an advantage. Candidates not precluded from visiting 
Hospital. 

Application forms obtainable from GEORGE A. _ PAINEs, 
Secretary, Hospital Management Committee, General Hospital, 
Croydon, to be returned not later than Ist September, 1953. 
CROYDON GENERAL HOSPITAL. (200 Beds.) Croydon 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for appointment of CASUALTY OFFICER (Senior 
House Officer grade) for period of 6 months in first instance, 
commencing Ist September. Post is recognised for Final 
F.R.C.S. examination. 

Forms of application obtainable from GEORGE A. PAINEs, 
Secretary, Hospital Management Committee, General Hospital, 
Croydon, to be returned immediately. 

DEWSBURY. STAINCLIFFE GENERAL HOSPITAL. 
(314 Beds.) Applications are invited for the post of RESIDENT 

MEDICAL OFFICER (Junior Hospital Medical Officer grade), 
vacant now. The Hospital has a Medical Unit of 68 adult 
beds and 34 beds for children. The Resident Medical Officer 


has 2 resident House Physicians to assist him 
Applications, giving full details of experience, &c., should be 
addressed to the Group Secretary at 20, Oxford-road, Dewsbury. 
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DEWSBURY. STAINCLIFFE GENERAL HOSPITAL. 
(314 Beds.) HOUSE OFFICER (general gargery), first. » first, second, 
or third post, vacant now and tenable for 6 mon’ gnised 
pre - a tien appointment. The Hospital is commen he for 

e 

A al with full particulars, to the Administrative 

Officer at the Hospital. 
DEWSBURY. STAINCLIFFE GENERAL HOSPITAL. 
(314 Beds.) HOUSE OFFICER (general medicine and dermato- 
logy), first, second, or third post, vacant now and tenable for 
6 months. Recogn ‘ised pre-registration appointment. 

Applications, eo full particulars, to the Administrative 
Officer at the Hospital. wer. 
DARLINGTON MEMORIAL HOSPITAL. Applications 
are invited from Male or Female practitioners with experience 
for the post of SURGICAL REGISTRAR (Senior House Officer) 
which is one of a surgical team of 2 Registrars and 1 House 
Officer responsible for surgical beds and casualty. The post is 
recognised for the F.R.C.S.(Eng.). Salary £670 p.a., deduction 
of £150 p.a. for full residential emoluments. The post is tenable 
for 12 months and is renewable annually. 

Apply with references, mage age and experience, to— 

. W. BeckwiTH, Group Secretary. 
DARLINGTON MEMORIAL HOSPITAL. (210 Beds.) 
DARLINGTON DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of HOUSE SURGEON 
(resident), which post is recognised for the F.R.C.S. (Eng.). 
Salary in accordance with national scale. 

Apply, giving age and a a to the undersigned forth- 
with. . BECKWITH, Group Secretary. 
DARTFORD HOSPITAL MANAGEMENT COMMITTEE. 

SENIOR HOUSE OFFICER (anesthetics) at Joyce Green 

Hospital. Dartford. 

oe ee (orthopeedics) at the Southern Hospital, 

artfor 

HOUSE OFFICER (E.N.T. and ophthalmology) at the 

Southern Hospital, Dartford. 

Applications, stating age, qualifications, experience, nation- 
ality, and the names of 2 persons to whom reference may be 
made, to be sent for House Officers to the Medical Superintendent 
of the hospital concerned, and for Senior House Officer to the 
Group Secretary, Dartford Hospital Management Committee, 
the Bow Arrow Hospital, Dartford. 


DERBY. DERBYSHIRE ROYAL INFIRMARY, London- 
road, DERBY. RESIDENT CLINICAL PATHOLOGIST 
(Senior House Officer grade). Tenable for 12 months. 

Applications, with copies of 2 recent testimonials, to the 
Secretary. 

DERBY. DERBYSHIRE ROYAL INFIRMARY. House 
SURGEON (Orthopedic and Fracture Service) required 
immediately. 

Applications, stating full details, together with copies of 2 
recent testimonials, should be sent as soon as possible to the 
Hospital Secretary. ¥ 
DERBY. DERBYSHIRE ROYAL INFIRMARY. Resident 
SENIOR HOUSE OFFICER (casualty) required immediately. 

Applications, stating full details, together with cones of 2 
recent testimonials, should be sent as soon as possible to the 
Hospital Secretary. 


DERBY. DERBYSHIRE ROYAL INFIRMARY. (Post 
recognised for D.A.) SHEFFIELD REGIONAL HOSPITAL BOARD. 
Whole-time RESIDENT REGISTRAR (anesthetics) required. 
ae for 1 year in first instance. 

Secretary, Sheffield Regional Hospital Board, 
ola , - &% road, Sheffield, by 3lst August, 1953, giving“age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 


DEVIZES, WILTS. ROUNDWAY HOSPITAL. (For 
Nervous and Mental Diseases—1457 Beds.) Applications are 
invited for the appointment of a JUNIOR HOSPITAL 
MEDICAL OFFICER for duty at the above Mental Hos ital. 
All forms of modern treatment available, including Insulin Unit, 
and Outpatient Clinics at 4 general hospitals. Salary £700 p.a., 
rising by £50 to £1000 p.a. Accommodation for a single man, for 
which £150 will be charged, or furnished house for a married man 
available. 

Applications, stating age, qualifications and experience, 
together with the names and addresses of 2 referees, to be 
forwarded to the Medical Superintendent, Roundway Hospital, 
Devizes, Wilts, as soon as possible. __ 


DONCASTER ROYAL INFIRMARY. (Recognised under 
the regulations for the F.R.C.S.) DONCASTER HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited from registered 
medical practitioners for the post of SECOND CASUALTY 
OFFICER (Senior House Officer) at above Infirmary. Salar —4 
£670 p.a., from which a deduction at the rate of £130 p.a. will 
be made for residential emoluments. 

Applications, stating age, qualffications, and details of present 
and previous appointments with dates, and enclosing copies of 
3 recent testimonials, should be forwarded to— 

ARTHUR JONES, Secretary to the Committee. 

Doncaster Royal Infirmary. 


DONCASTER ROYAL INFIRMARY. (Recognised under 
the regulations for the Fellowship examination of the Royal 
College of Surgeons.) DONCASTER HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from registered medical 
practitioners for the vee of HOUSE SURGEON. 
The post is approved for Pre-registration Service under the 
Medical Act, 1950. Salary at the rate of £350, £400, or £450 
p.a. from which a deduction at the rate of £100 p.a. will be 
made for board, residence, &c. Post vacant end September, 

Applications, stating age, qualifications with dates, nationality, 
and present post, and accompanied by copies of 3 recent testi- 
monials, should be forwarded to— 

ARTHUR JONES, Secretary to the Committee. 
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DORKING GENERAL HOSPITAL, 


Horsham-road, 
DORKING, SURREY. (252 B 


eds.) Applications are invited for the 


post of SENIOR HOUSE OFFICER in Obstetrics and Gyne-~ 


cology with some general surgery. Vacant 11th September for 
1 years Sepetaass (renewable). Post recognised for 
D.Obst. R.C.0.€ 

PR Apply to the “Medical Superintendent. 


DOVER. ROYAL VICTORIA HOSPITAL. Applications 
are invited for the post of HOUSE SURGEON at the above Hos- 
pital. The post is recognised by the Royal College of Surgeons. 
Salary £350, £400, or £450 a year according to experience. A 
deduction of £100 a year will be made for residential emoluments. 

Applications, stating age, qualifications, and the names and 
addresses of 2 referees, to the Group Secretary, ‘“‘ Ash-Eton,”’ 
Radnor Park West, Folkestone. 


DOVERCOURT, ESSEX. HARWICH AND DISTRICT 
HOSPITAL, (30 Beds.) Full-time Temporary SURGICAL 
REGISTRAR required immediately for 3 months. Salary in 
ts me with the terms of service issued by the Ministry of 

ealth. 

Applications, with copies of 3 testimonials. should be forwarded 
to the Group Secretary, Colchester Group Hospital Management 
Committec, 14, Pope’s-lane, Colchester. Essex 


EAST CUMBERLAND HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following HOUSE 
OFFICER appointments which are now vacant :— 
Cumberland Infirmary, Carlisle (340 Beds) 

1—Genera! Surgery. 

1—-General Medicine. 

1—Orthopzedics 

1—** Specials "——-(E.N.T. and Eyes). 

Applications, with names of 2 referees, should be forwarded 
immediately to the Secretary, East Cumberland Hospital 
Management Committee, Cumberland Infirmary, Carlisle. 








ECCLESHALL (near). STANDON HALL ORTHOPADIC 
HOSPITAL. (104 Beds.) STAFFORD HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER (orthopedics), Male 
or Female. Post vacant. 

Applications, giving full particulars, together with copies of 
3 recent testimonials, to the Group Secretary, 13, Foregate-street, 
Stafford. 

EDGWARE. NORTH LONDON BLOOD TRANSFUSION 
CENTRE, Deansbrook-road, EDGWARK, MIDDLESEX. JUNIOR 
HOSPITAL MEDICAL OFFICER required for full-time duty 
to work with mobile teams at donor sessions. Opportunity 
for training in clinical pathology exists. 

Applications, stating age, qualifications and experience, 

together with names of 2 referees, to Group Secretary, Hendon 
Group Hospital Management Committee, Edgware General 
Hospital, Edgware, Middlesex, not later than 5th September, 
1953. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
2 SENIOR SURGICAL CASUALTY HOUSE OFFICERS 
(resident) required at above Hospital. Salary £670 p.a. Deduc- 
tion of £130 p.a. for board, lodging, &c. 1 post vacant ld4th 
September. 1953, the other vacant 18th October, 1953 

Applications. giving details of age. qualifications and experi- 

ence, together with the names of 2 referces, to Group Secretary, 
Edgware General Hospital, Edgware, Middlesex, not later than 
29th Aucust. 1953. 
ECGWARE GENERAL (formerly Redhill County) HOS- 
PITAL, EDGWARE, MIDDLESEX. RESIDENT HOUSE PHYSI- 
CIAN. Post vacant 26th September. 1953. Salary £350-£450 
p.a. according to experience. Deduction of £100 p.a. for board, 
lodging, Kc. 6 months appointment. 

Applications. stating age, qualifications, experience, and 
enclosing copics of up to 3 recent testimonials, to Medical 
Director of Hospital by 29th August. Candidates selected for 
interview will be notified by 5th September. 


EPPING. ST. MARGARET’S HOSPITAL. (485 Beds.) 
Applications are invited for the post of SENTOR HOUSE 

FICER (pathology) to fill an immediate vacancy. Salary 
on national scale, less deduction for board, lodging, &c. Busy 
department in large general hospital, with easy access to 
London. Some experience in pathological department desirable. 

Applications. with copies of 2 recent testimonials. to reach the 
Group Secretary, Epping Group Hospital Management Com- 


mittee, St. Margaret’s Hospital, Epping, Essex, by 29th August, 
1943. 


EPPING. ST. MARGARET'S HOSPITAL (485 Beds), 
and HONKY LANE HOSPITAL, WALTHAM ABBEY (118 Beds). 
Applications are invited for the post of HOUSE PHYSICIAN 
at each of the above Hospitals. Salary in accordance with 
national scale, less a deduction at the rate of €100 p.a. for board, 
lodging, &c. The successful candidates will be required to reside 
for 3 months at each hospital and wi!]l be expected to take up 
their appointments on approximately 16th September, 1953. 

Applications, with copies of 2 recent testimonials, to the 
Group Secretary, Epping Group Hospital Management Com- 
mittee, St. Margaret’s Hospital, Epping, Essex, by 4th Sep- 
tember, 1953. 


EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
(Bed Complement—320. Svaff—2 Senior Registrars, 5 Senior 
House Officers, 7 Junior House Officers.) EXETER AND MID- 
DEVON HOSPITALS MANAGEMENT COMMITTEE. Applications are 
invited from registered medical practitioners for the appoint- 
ment of SENIOR HOUSE OFFICER (anesthetic), resident or 
non-resident, vacant now. Preference will be given to 
candidates studying for the D.A. for which the Hospital is 
recognised. The duties entail some night emergency work, and 
the successful candidate must be on the telephone and reside 
within the City boundaries. Assistance in obtaining accommoda- 
tion will be given. 

Applications, with copies of 2 recent testimonials, to the 
Hospital Secretary immediately. 





GLASGOW. HAWKHEAD (MENTAL) HOSPITAL, 
510, Crookston-road, GLASGow, S.W.3. Applications are invited 
for the post of JUNIOR HOSPITAL MEDICAL OFFICER 
(Male or Female). Salary scale £700-£50-£1000 p.a., with 
appropriate deduction if resident. There is scope for compre- 
hensive experience in all aspects of psychiatry, inpatient and 
outpatient, and all modern methods of treatment are used. 
Applications, with the names of 2 referees, should be forwarded 
as soon as possible to the Physician-Superintendent, from whom 
further details can be obtained. 
GLASGOW, N. STOBHILL GENERAL HOSPITAL. 
BOARD OF MANAGEMENT FOR GLASGOW NORTHERN HOSPITALS 
Applications are invited for the post of JUNIOR HOSPIT AL 
MEDIC AL OFFICER in the acute Geriatric Unit (70 Beds), 
to be opened in the near future for assessment and rehabilitation, 
and supervised by a Consultant Physician specialising in 
ge riatrics. The appointment offers exceilent clinical e xperience 
in the diagnosis and treatment of acute and other illnesses. n 
the elderly and will be for 2 years in the first instance. 
Applications, stating age, qualifications and experience, with 
the names of 2 referees, to be sent to the Medical Superintendent 
within 21 davs of date of advertisement. 


GRIMSBY GENERAL HOSPITAL. = Beds.) Grimsby 
HOSPITALS MANAGEMENT COMMITTER. »plications are invited 
for the post of SENIOR HOUSE OFF rie SFR (gynecological), 
Male or Fomale. for duties at the above-named Hospita) and 
Scartho Road Infirmary, Grimsby. The post is now vacant. 

Applications, with names of 2 referees, to Hospital Secretary, 

Grimsby General Hospital. 
GRIMSBY GENERAL HOSPITAL. Grimsby Hospital 
MANAGEMENT COMMITTEE. Applications are invited for the post, 
vacant as from 4th October, 1953, of CASUALTY OFFICER 
(Senior House Officer). 

Applications, giving nationality, age, experience, &c., together 
with names of 2 referees, should be sent to the Hospital Sec retary, 
Grimsby General Hospital). Grimsby. 

GRIMSBY MATERNITY HOSPITAL. (45 Beds.) 

Applications are invited for the post of SENIOR OBSTETRIC 
HOUSE OFFICER (resident), vacant on 31st August, 1953. 
A large proportion of abuormal cases are treated. 

Apply immediately, with names of 2 referees, to the Secretary, 
mand Hospital Management Committee, 3, Queen’s-parade, 

rimsby. 

HALIFAX. ROYAL HALIFAX INFIRMARY. (301 Beds.) 
HOUSE PHYSICIAN required. Post vacant October, 1953. 
Approved pre-registration appointment. 

Applications to Group Secretary, Royal Halifax Infirmary, 

Halifax. 
HALIFAX. ROYAL HALIFAX INFIRMARY. (301 Beds.) 
HOUSE SURGEON required. Post vacant October, 1953. 
Approved pre-registration appointment. Recognised for F.R.C.S. 
Diploma. 

Applications to Group Secretary, Royal Halifax Infirmary, 
Halifax. 

HALIFAX GENERAL HOSPITAL. (425 Beds.) 
SURGEON required. Post now vacant, 
registration appointment. 

Applications to Group Secretary, Royal Halifax Infirmary, 

Halifax. 
HALIFAX AREA HOSPITALS MANAGEMENT COM- 
MITTEE. Applications invited for the post of JUNIOR HOS- 
PITAL MEDICAL OFFICER in Angesthetics for duty at Royal 
Halifax Infirmary (301 Beds) and Halifax General Hospital 
(425 Beds), both busy acute gencral hospitals. 

Applications, with copies of 2 testimonials, to be forwarded 
to Group See retary. Royal Halifax Infirmary, Halifax. 
HAREFIELD HOSPITAL, Harefield, Middlesex. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. SENIOR 
SURGICAL REGISTRAR required on Thoracic Surgical Unit 
(78 Beds) at above Hospital. Unit is a Regional Thoracic 
Surgical! Centre and affords excellent opportunity for training in 
all forms of thoracic surgery. Possession of higher qualification 
desirable. Good general surgical experience and previous 
experience of thoracic surgery essential. Hospital may be visited 
by direct appointment. 

Application forms obtainable from, and returnable to, the 

Secretary, Harefield and Northwood Group Hospital Manage- 
ment Committee, Mount Vernon Hospital, Northwood, Middlesex, 
by Ist September, 1953. 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) CASUALTY HOUSE 
OFFICER (Male or Female), third post held, with attachment 
to Pediatrician and Ophthalmic Consultant. Salary £450 p.a., 
less £100 p.a. residential emoluments. Appointment to com- 
mence as soon as possible. Applications for locum period 
would be considered. 

Apply, with full details and references, to Secretary, Hertford 

County Hospital, Hertford, Herts. 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) Applications are invited for 
the appointment of HOUSE SURGEON (Male or Female), first 
or second post held, for general surgery, gynecolory, and 
obstetrics. Pre-registration post ; recognised under F.R.C.S. 
regulations. 6 months appointment. Salary at rate of £350 or 
£400 p.a. respectively, less £100 p.a. residential emoluments. 
Duties to commence as soon as possible. 

Applications to the Group Secretary, Hertford Group Hospital 
| ~aamenena Committee, Hertford County Hospital, Hertford, 

erts 
HOVE GENERAL HOSPITAL, Sackville-road, Hove, 3. 
HOUSE SURGEON AND CASUALTY OFFICER (recognised 
for F.R.C.S.). Post vacant about 7th September. Salary and 
conditions of service in accordance with national scale (£350— 
£450, less £100 p.a. for residential emoluments). 

Applications, stating age, qualifications, experience, and 
naming 2 referees, to the Administrative Officer. 








House 
Approved pre- 
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HOVE GENERAL HOSPITAL, Sussex. (75 Beds. 3 
Resident Medical Officers.) SENIOR HOUSE OFFICER 
(recognised for the F.R.C.S.), vacant early in October. Duties 
are mainly those of Resident Surgical Officer. Salary £670 p.a. 
less £150 for residential emoluments. Appointment for period 
of 1 year. 

Applications, with full particulars of qualifications, experience, 
&c., with names and addresses of 2 referees, to the Administrative 
Officer. 

HILLINGDON HOSPITAL AND MOUNT PLEASANT 
HOSPITAL, SOUTHALL. HOUSE PHYSICIAN required for 
tuberculosis beds at above Hospitals. 

Applications, with copies of not more than 3 recent testi- 
monials, to Medical Director, Hillingdon Hospital, Uxbridge, 
Middlesex, by 31st August. Le. 
HOUNSLOW HOSPITAL, Staines-road, Hounslow, 
MIDDLESEX (General Acute—81 Beds), invites applications for 
appointment of RESIDENT HOUSE SURGEON. 6 months 
appointment. Post vacant 20th August. Salary £350, £400, 
or £450 p.a., according to experience, less £100 p.a. for residence. 

Applications, stating qualifications, age, &c., with copies of 

up to 3 recent testimonials or names for reference, to the Hos- 
pital Secretary. 
HARROGATE. ROYAL BATH HOSPITAL, Cornwall- 
road. (145 Beds—A National Hospital for the treatment of 
rheumatism and allied diseases, which is the centre of rheuma- 
tism research for the area.) HARROGATE AND RIPON HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited from 
registered medical prac titioners for the post of SENIOR HOUSE 
OFFICER. The Hospital is recognised as having an authorised 
Physical Medicine Department and time spent in the above 
post will afford experience in physical medicine and will count 
towards the qualifying 12 months for the Diploma in Physical 
Medicine. Salary £670 p.a., subject to a deduction of £140 p.a. 
in respect of board and lodging. The appointment will be subject 
to the National Health Service superannuation regulations. 

Applications to be forwarded to the Hospital Secretary, Royal 

Bath Hospital, Harrogate. 
HASTINGS. ST. HELEN’S HOSPITAL. (491 Beds.) 
SENIOR HOUSE OFFICER (obstetrics and gynecology). 
Post, vacant 16th September, is recognised for D.Obst.R.C.0.G, 
National scale of salary. 

Apply to Hospital Administrator. 

HASTINGS. ST. HELEN’S HOSPITAL. (491 Beds.) 
HOUSE PHYSICIAN (pre-registration post), vacant 6th 
September, Male or Female, resident. National scale of salary. 

Apply to Hospital Administrator. 4 
HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (151 Beds—Recognised by the Royal 
College of Surgeons and for Pre-registration Service.) Applica- 
tions are invited for the post of RESIDENT HOUSE OFFICE R 
(surgical). Salary £350, £400, or £450 p.a., plus grant of £50 
p.a., according to experience, less £100 p.a. for board-residence. 

Applications, stating age, qualifications, experience, and 
nationality, Boe names and addresses of 3 referees, to Group 
Secretar West Wales Hospital Management Committee, 
Glangwill, Carmarthen. “ ; 
HAYWARDS HEATH (near). CUCKFIELD HOS- 
PITAL. MID-SUSSEX pos ITAL MANAGEMENT COMMITTEE. RESI- 
DENT HOUSE PHYSICIAN required for Medical and Geriatric 
Wards. Post vacant on 5th October, 1953. 
scale and conditions. 

Applications, stating age, qualifications and experience, 
accompanied by copies of 2 recent testimonials, should be sent 
within 7 days of the appearance of this advertisement to the 
Group Secretary, Mid-Sussex> Hospital Management Committee, 
Cuckfield Hospital, Cuckfield, Haywards Heath, Sussex. 
HEMEL HEMPSTEAD, HERTS. WEST HERTS HOS- 
PITAL. (167 Beds—5 residents.) HOUSE PHYSICIAN to 

Children’s Department required (second or subsequent post). 
The appointment is recogn for the D.C.H. and falls vacant 
on 10th September, 1953. 

Applications, giving details of experience and qualifications, 
and enclosing sone of 2 recent testimonials, should be sent to 
the Administrato ake 
HEREFORD. COUNTY HOSPITAL. (333 Beds.) House 
OFFICER (general surgery) required. 

Applications, with copies of 2 recent testimonials, to be sent 
to the Medical Superintendent, County Hospital, Hereford. 
HUNTINGDON COUNTY HOSPITAL. Applications 
are invited for the post of JUNIOR HOUSE OFFICER (medical) 
at this Hospital which is approved 4 the licensing authority 
for Pre-registration Service. The selected candidate will be 
required to look after medical and pediatric cases and may be 
called upon to give emergency anesthetics. 

Apply, with full particulars and names of 2 referees, to Group 

Secretary, Hospital Management Committee, New market General 
Hospital, "Newmarket. 

HULL ROYAL INFIRMARY. Hull A Group Hospital 
MANAGEMENT COMMITTEE. Applications are invited for the 
follow 

2 OUSE SURGEONS (recognised for F.R.C.S.), vacant 


HOUSE PHYSICIAN, vacant now 

ORTHOPAIDIC HOUSE SURGEON, vacant now 

Forms of application from the Hospital Secretary, Hull 
Royal Infirmary. : iz 
HULL ROYAL ee a A Group Hospital 
MANAGEMENT COMMITTEE pplice ons are invited for the 
appointment of RESIDENT: 8 Weaic AL OFFICER (Senior 
Seas Officer grade), vacant now. Recognised for F.R.C.S 
Salary will be at the rate of £670 p.a., less deduction of £130 
R- a. for residential emoluments. National conditions of service. 
Appointment for 12 months in the first instance. Notice 2 
months either side. 

Application forms from the Hospital Secretary. 








National salary 
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HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. (143 Beds.) HULL A GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following :— 

HOUSE SURGEON—post now vacant. 

HOUSE SURGEON—post vacant middle September. 
6-monthly term in each case. Both posts count towards D.C.H. 
qualification. Salary as per Ministry of Health terms of service. 

Replies, with testimonials, to be sent to the Hospital Secretary. 
HULL. KINGSTON GENERAL HOSPITAL. (398 Beds.) 
Applications are invited for the appointment of SURGICAL 
HOUSE OFFICER (mainly gynecology); (recognised pre- 
registration appointment). Salary £350, £400 or £450 according 
to experience. The post is resident and tenable for 6 months. 

Applications to be forwarded to the Secretary, Hull A Group 

Hospital Management Committee. 
HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required to commence duty immediately. Salary 
in accordance with the terms and conditions of service for 
— medical and dental staffs, with full residential emolu- 
men 

Applications, together with copies of 3 recent testimonials 
to be addressed to the undersigned as soon as possible. 

I. J. JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. : 
ILFORD AND BARKING GROUP HOSPITAL MANAGE- 
MENT COMMITTEE. There is a vacancy for a SENIOR HOUSE 
OFFICER at the Ilford Isolation Hospital, Grove-road, Chadwell 
Heath (near London). Salary will be at the rate of £670 p.a., 
less emoluments. Small furnished bungalow available. This 
post is suitable for persons studying for the M.R.C.P. and D.C.H. 

Applications, giving particulars of experience, and qualifica- 
tions, and accompanied by copies of testimonials, should be 
sent to the undersigned within 7 days of the appearance of this 
advertisement. G. AUSTIN HEPWORTH, Secretary. 

King George Hospital, Ilford. 

IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Applications are invited for the post of HOUSE 
SURGEON to the Senior Consultant Surgeon vacant on 12th 
September, 1953. The post is recognised for the F.R.C.S. 
examination. 

Applications, with copies of recent testimonials, to the 

Hospital Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOS- 
PITAL. (360 Beds.) Applications are invited for the post of 
SENIOR HOUSE SURGEON to the Fracture and Orthopedic 
Department. The post is graded Senior House Officer and 
is now vacant. The Department has 2 Consultants, about 60 
Beds, and a large outpatients attendance and offers a wide 
experience. 

Applications, stating age, nationality, experience, and copies 
of 3 recent testimonials, to the Hospital Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Applications are invited for the post of HOUSE 
SURGEON to the Fracture and Orthopedic Department. 
Approved pre-registration post. 

Applications, stating age, nationality, experience, and copies 
of recent testimonials, to the Hospital Secretary. 

A ae nag EAST SUFFOLK AND IPSWICH HOSPITAL. 
Mt ga 3eds.) Applications are invited for the post of SENIOR 

HOUSE OFFICER RESIDENT ANASTHETIST. The post, 
which is normally of 1 years duration, is recognised for the D.A. 
examination. 

Applications, stating age, nationality, together with recent 

testimonials, to Hospital Secretary. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER required for Admissions and Casualty 
Department. Must have held medical and surgical posts. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of up to 3 recent testimonials, to Group 
Secretary, Management Committee, West Middlesex Hospital, 
Islewort * Middlesex, by Ist September, 1953. 
iSLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER (third post), resident, Department of Dermatology. 
Candidates with some experience of dermatology will be given 
preference. 

Applications, stating age, nationality, qualifications and 

experience, with copies of up to 3 recent testimonials, to Group 
Secretary, West Middlesex Hospital, Isleworth, Middlesex. 
Closing date Ist September, 1953. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE.  Pre- 
registration HOUSE OFFICER required for Obstetrics and 
Gynecology Department. 

Applications, stating age, nationality, qualifications obtained, 
with copies of up to 2 recent testimonials, to Group Secretary, 
West Middlesex Hospital, Isleworth, by Ist September, 1953. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required for Orthopedic Unit. Post recognised for 
F.R.C.S. Resident. Full-time. Preference will be given to 
pre-registration candidates. 

Applications, stating age, nationality, qualifications and 
experience, with copies of up to 3 recent testimonials, to Group 
rv me West Middlesex Hospital, Isleworth, by Ist September, 

JO0. 

ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER required for Tuberculosis Unit (90 Beds), first, 
second, or thir post. 

Applications, stating age, nationality, oe, and 
experience, with copies of w to 3 recent testimonials, to Group 
——. West Middlesex Hospital, Isleworth, by Ist September, 
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ISLEWORTH. WEST MIDDLESEX HOSPITAL. (1250 
Beds—General.) NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. PSYCHIATRIC REGISTRAR required at xe 
Hospital. Whole-time, non-resident. Recognised D.P. 
(Eng. and R.M.P.A.). ¢ ‘andidates should have special inte rest. = 
psychotherapy. Psycho-analytical training an advantage. 
Candidates may visit the Hospital by direct appointment with 
the Medical Director. 

Application forms obtainable from, and returnable to, Group 
Secretary, South West Middlesex Hospital Management Com- 
— West Middlesex Hospital, Isleworth, by Ist September, 

953. 
ISLE OF THANET HOSPITAL MANAGEMENT COM- 
MITTEE. 
General Hospital, Ramsgate (101 Beds) 
SENIOR HOUSE OFFIC ER (surgical). 
General Hospital, Tego (132 Beds) 

SENIOR HOUSE OF ~' ER (surgical). 

Recognised for F.R.C.S. and D.A. 
for residential emoluments. 

Applications, with copies of testimonials, to Hospital Secretary 
of appropriate hospital. Z 
LANCASTER. ROYAL LANCASTER INFIRMARY. 

(230 Beds.) LANCASTER AND KENDAL HOSPITAL MANAGEMENT 
CoMmareten. MANCHESTER REGIONAL HOSPITAL BOARD. RESI- 
DENT ANAESTHETIST (Registrar) required at the above 
Infirmary. Post (recognised for D.A.) vacant now. 

Apply, Group Secretary, Royal Lancaster Infirmary. 
LANCASTER. ROYAL LANCASTER INFIRMARY. 
(230 Beds.) RESIDENT HOUSE OFFICER (surgical). 
Successful applicant will work with Consultant Surgical Unit 
and attend Consultative Clinics. The post is vacant now and 
normally tenable for 6 months ; recognised as a pre-registration 
post. 

Applications, with names of 2 referees, to the Secretary, 

Royal Lancaster Infirmary. 
LANCASTER. ROYAL LANCASTER INFIRMARY. 
(230 Beds.) Resident Locum REGISTRAR (anesthetics) 
required immediately for approximately 3 months. Remunera- 
tion at the rate of £16 per week with a reduction for residential 
emoluments. 

Apply, Secretary, Lancaster and Kendal Hospital Manage- 
ment Committee, Royal Lancaster Infirmary, Lancaster, 
naming 2 referees. 
LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
imag (207 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP 
(NO. 14). Applications are invited for the appointment of 
HOU $k PHYSICIAN. Post vacant on 2nd September, 1953. 
Pre-registration post. 

Applications, with 2 recent testimonials, should be sent to the 

Hospital Secretary as soon as possible. 
LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP 
(no. 14). RESIDENT HOUSE SURGEON (general surgery). 
Post vacant llth September, 1953. Recognised for pre- 
registration. 

Apply to the Hospital Secretary. 
LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. Part-time GENERAL PRACTITIONER CLINICAL 
ASSISTANT required to serve as Casualty Officer up to 6 sessions 
a week. Temporary appointment. 

Applications to Group Secretary, 87, 
Leamington Spa. 

LEEDS REGIONAL HOSPITAL BOARD invites appli- 
cations for the following REGISTRAR posts :— 
Anesthetics 

Hull A Group with additional duties at hospitals in the Hull 
B and East Riding Groups (non-resident). 
General Medicine 

Harrogate and Ripon Group (non-resident). 
duties in pediatrics. 

General Surgery 

radford y ae Infirmary and as required at other hospitals 
in the Bradford A Group. Residential accommodation is 
available. 

hopedic Surgery 

(a) Bradford Royal Infirmary (60 orthopedic beds) with 
additional duties as required at other orthopedic units in the 
Bradford A Group (non-resident). 

(6) The General Ee tal, Batley, and other hospitals in the 
> te) Hil Batley and irfield Group (resident). 

(ec) Hull A, Hull B and East Riding Groups (non-resident). 


Psychiat: 

(a) Menston Hospital, near Leeds (2500 Beds). The post 
will be resident and a house is available. 

(6) Stanley Royd Hospital, Wakefield (2000 Beds). Resi- 
dential accommodation is available for a single person. 

Facilities for attendance at Leeds University will be provided 
if the successful candidates for the above appointments are 
studying for the D.P.M. 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the 
names of 3 referees, should be forwarded to the Secretary, 
Joint Registrars Committee, Park-parade, Harrogate, not later 
than 28th August, 1953. 


LEEDS REGIONAL HOSPITAL BOARD invites appli- 
cations for the post of SENIOR REGISTRAR in Radiology 
for duties very Bem hospitals in the Halifax and Huddersfield 
Groups. Subject to satisfactory progress the successful candidate 
will be required to undertake a period of training at the General 
Infirmary at Leeds, * eam by further training, at selected 
hospitals in the Regi 

Applications, cating age, A a me mage and details of present 
and previous appointments with dates, tegether with the names 
of 3 referees, should be forwarded "to the Secretary, Joint 
Registrars Committee, Park-parade, Harrogate, not later than 
llth September, 1953. 


Salary £670 p.a., less charge 


Radford-road, 


Includes some 





LEEDS REGIONAL HOSPITAL BOARD. Applications 
are invited for the post of REGISTRAR in Neurology for 
duties divided (approximately equally) between the Department 
of Neurology at the General Infirmary at Leeds (10 expanding 
to 20 beds) and Pinderfields General Hospital, Wakefield 
(40 beds). 

Applications, stating age, qualifications, and details of present 

and previous appointments with dates, together with the names 
of 3 referees, should be forwarded to the Secretary, Joint 
Registrars Committee, Park-parade, Harrogate, not later than 
llth September, 1953. 
LEEDS REGIONAL HOSPITAL BOARD invites appli- 
cations for the appointment of SENIOR REGISTRAR in 
Anesthetics (non-resident) for duties mainly in the Hull A 
Group of Hospitals, with additional duties as required in the 
Hull B and East Riding Groups. 

Applications, stating age, qualifications and details of present 

and previous appointments, with dates together with the names 
of 3 referees, should be forwarded to the Secretary, Joint 
Registrars Committee, Park-parade, Harrogate, not later than 
lith September, 1953. 
LEEDS REGIONAL HOSPITAL BOARD invites appli- 
cations for the post of SENIOR REGISTRAR in Obstetrics 
and Gynecology for duties mainly at St. James’s Hospital, 
Leeds (74 obstetric and 24 gynecological beds), and St. Mary’s 
Hospital, Leeds (109 obstetric beds), with duties as required at 
hospitals under the control of the Board of Governors of the 
United Leeds Hospitals. 

Applications, stating age, qualifications, and details of present 

and previous appointments with dates, together with the names 
of 3 referees, should be forwarded to the Secretary, Joint 
Registrars Committee, Park-parade, Harrogate, not later than 
llth September, 1953. 
LEEDS, 9. ST. JAMES’S HOSPITAL. Applications 
are invited for the appointment of HOUSE SURGEON 
(gynecology), tenable Ist September, 1953, for 7 months. The 
appointment, although recognised as a pre-registration house 
post, is suitable for a registered medical practitiuner. Appoint- 
ment subject to Ministry of Health terms and conditions of 
service. Salary according to experience. 

Applications, with copy of 1 testimonial and names of 2 

referees, should be forwarded to the Administrative Medical 
Officer, Leeds A Group Hospital Management Committee, 
St. James’s Hospital, Leeds, 9, as soon as possible. 
LEEDS, 9. ST. JAMES’S HOSPITAL. Applications 
are invited from registered medical practitioners (Male and 
Female) for the appointment of SENIOR HOUSE OFFICER 
(orthopeedics). The appointment will be for a period of 1 year 
and the salary will be in accordance with the agreed terms 
and conditions of service of hospital medical and dental staffs 
—namely, £670 p.a. with an appropriate deduction in respect 
of board, lodgings, and other services provided. 

Applications, stating age, qualifications, experience, &c. 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon as possible. 

J. FOLKARD, Secretary to the Committee, 
Leeds A Group Hospital Management Committee. 

Administrative Offices, St. James’s Hospital, Leeds, 9. 
LEICESTER ISOLATION HOSPITAL AND CHEST 
UNIT, Groby-road, LEICESTER. (328 Beds.) Applications are 
a ited for the appoiytment of RESIDE NT SENIOR HOUSE 

OFFICER (medical). Salary £670 p.a., less £150 residential 
emoluments. The appointment is tenable for 6 months and may 
extend for a further 6 months. Experience will be gained in 
chest diseases, including tuberculosis, and also fevers. 

Applications, giving age, nationality, and qualifications, &c., 
and copies of 2 recent testimonials, to be forwarded as soon as 
possible to the Physician-Superintendent at the above Hospital. 
LEIGH INFIRMARY, Leigh. (102 Beds.) Wigan and 
LEIGH HOSPITAL MANAGEMENT COMMITTER. HOUSE PHYSI- 
CIAN (Male or Female) required at the above Hospital. House 
Officer grade post, now vacant. Approved pre-registration post. 

Applications, stating age and qualifications, together with the 
names of 2 referees, should be forwarded to the Secretary, Wigan 
and Leigh Hospital Management Committee, Knowsley House, 
Wigan, as early as possible. : 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
ST. PAUL’S EYE HOSPITAL. Applications are invited for a post 
of REGISTRAR (ophthalmology) for the period Ist October, 

1953-30th September, 1954. Annual reappointment thereafter 
until completion of the normal period of training will be considered 
without need for further application. 

Apply by 29th August, 1953, on forms obtainable from the 
Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1. ; Pete ke ¢ 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for posts of CASUALTY OFFICERS 
(House Officer grade) for the period Ist September, 1953, to 
28th February, 1954, at :— 

Royal Southern Hospital. 

Royal Liverpool Children’s Hospital. 

The posts are open to registered practitioners and pre-registration 
applicants and may be resident or non-resident. 

Apply as soon as possible with full details to the Secretary, 
The United Liverpool Hospitals, 80, Rodney-street, Liverpool, 1. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for posts of ORTHOPASDIC HOUSE 
SURGEONS at :— 

David Lewis Northern Hospital,* 

Royal Liverpool Children’s Hospital, 
for the period Ist September, 1953-28th February, 1954. The 
posts are open to registered practitioners and pre-registration 
applicants. The person appointed to the post marked * will be 
required to undertake some casualty work as part of his normal 
duties. 

Apply as soon as possible with full details to the Secretary, 
The United Liverpool Hospitals, 80, Redney-street, Liverpool, 1. 
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LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for a post of SENIOR HOUSE 
OFFICER in Orthopeedics for the year from Ist October, 1953, 
to 30th September, 1954. 

Apply as soon as possible on forms obtainable from the 

Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for a post of REGISTRAR in Dermatw- 
logy for 1 year from Ist October, 1953, to 30th September, 1954. 
® Apply by 5th September, 1953, on forms obtainable from 
the Secretary, The United Liverpool Hospitals, 80, Rodney- 
street, Liverpool, 1. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
LIVERPOOL REGIONAL HOSPITAL BOARD. Applications are invited 
for a post as SENIOR REGISTRAR (ophthalmology) for the 
period Ist October, 1953, or as soon thereafter as possible, to 
30th September, 1954. Annual reappointment thereafter until 
completion of the normal period of training will be considered 
without need for further application. The successful candidate 
may be required during the course of his training to undertake 
duties in both teaching and non-teaching hospitals. 

Apply by 5th September, 1953, on forms obtainable from the 
Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1. 

LIVERPOOL, 9. WALTON HOSPITAL. Applications are 
invited for the post of SENIOR HOUSE OFFICER in Ortho- 
peedics which is vacant from Ist September, 1953. 

Applications to be sent to Physician-Superintendent. 
LIVERPOOL, 9. WALTON HOSPITAL. The following 
HOUSE OFFICER appointments are vacant from Ist October, 
1953. Surgery (4), Gynecology (2). Pre-registration students 
are eligible for these appointments but would commence on 
lst September, and may be required to be non-resident for or 
part of the first month. 

Applications to be sent to Physician-Superintendent. 
LIVERPOOL, 20. BOOTLE HOSPITAL. The following 
HOUSE OFFICER appointments are vacant from Ist October, 
1953 ; Medicine (1); Surgery (2). Pre-registration Students 
may & ply, but would commence on Ist September, 1953. 

App ations to Secretary, Walton Hospital, Liverpool, 9. _ 
LIVERPOOL, 14. BROADGREEN HOSPITAL. Appii- 
cations are invited from segtatares - geye practitioners for the 

y0st of SENIOR HOUSE OFFICER in the Regional Thoracic 

Surgical Centre. Salary £670 p.a., less £2130 p.a. in respect of 
residential emoluments. 

Applications, on forms obtainable from the undersigned at 
the Shove address, to be returned not later than 10 days after 
the appearance of this advertisement. 

H. BLYTHE, Group Secretary. _ 
CINGFIELD EPILEPTIC COLONY. Medical Officer 
required, married man preferred. Salary £550-£50-£850, plus 
house and emoluments. 

Apply for particulars and form of application to the Medical 
Superintendent, Epileptic Colony, Lingfield, Surrey. 
CLANELLY HOSPITAL. (164 Beds.) Giantawe Hospital 
ae ep COMMITTEE. Applications are invited from 

medical practitioners for the resident post of SENIOR 
H USE OFFICER for work in the Surgical Unit, and with duties 
in the Casualty Department of the above Hospital. 

Full particulars stating age, qualifications and experience, 
should be addressed to the undersigned. 

O. C. HOWELLS, Group Secretary, 
Glantawe Hospital Management Committee. 

St. Helen’s-road, Swansea. 

COUTH, LINCS. COUNTY INFIRMARY. (200 Beds.) 
plications are invited for the post of SENIOR HOUSE 

OFFICER (surgical) or JUNIOR HOUSE OFFICER (pre 
registration), at this ew General Hospital. The post is resi ent 
and approp — deductions will be made in respect of board, 
residence, &c. 

——, giving full particulars, together with names of 
2 referees, to be addressed to the Hospital Secretary. __ 
LYMINGTON HOSPITAL, Lymington, Hants. (107 
Beds.) SENIOR HOUSE OFFICER (surgical) required imme- 
diately. Post normally tenable 1 year. 

Apply, stating qualifications and experience, with copies of 
recent testimonials, to the Group Secretary, Southampton 
Hospital Management Committee, Bullar-street, Southampton. 
MACCLESFIELD HOSPITAL (West Park Branch). 
MACCLESFIELD AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE, 
Applications invited for resident post OBSTET RIC/GYN A&CO- 
LOGICAL HOUSE OFFICER (pre-registration post), vacant 
Ist October, 1953. Post recognised for D.Obst.R.C.0.G. 
training ; 28 obstetric, 30 gynecological beds in Unit. 

Apply with testimonials immediately to Group Secretary, 
“‘ Willerby House,’’ Cumberland-street, Macclesfield. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(135 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTER. 
Applications are invited for the appointment of SENIOR 
HOUSE SURGEON. Post recognisable for the F.R.C.S.(Eng.). 
Salary £670 a year, with deduction of £150 a year for residential 
emoluments. 

Applications to the Administrative Officer at the Hospital 

as soon as possible. 
MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTER. Applications are invited for the appointment of 
SENIOR HOU 45 OFFICER in the Ophthalmic Department 
of the above Hospital. The Hospital is recognised by the 
Examining Boards for the F.R.C.S. and the D.O. Appointment 
will be for 12 months. Salary £670 a year, less £150 a year 
for residential emoluments. 

Applications should be forwarded as soon as possible to the 
Administrative Officer, Kent County Ophthalmic and Aural 
Hospital, Church-street, Maidstone. 
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MAIDSTONE (near), LENHAM SANATORIUM. (172 
Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. Applita- 
tions are invited for the appointment of SENIOR HOUSE 
OFFICER at Lenham Sanatorium, near Maidstone. The 
Sanatorium has 172 Beds for the treatment of pulmonary 
tuberculosis. Salary £670 a year, with a deduction of £150 a 
year for residential emoluments. Appointment for 12 months. 

Applications to Physician-Superintendent, Lenham Sana- 

torium, near Maidstone. 
MANCHESTER REGIONAL HOSPITAL BOARD. 
Applications are invited for the whole-time resident or non- 
resident post of REGISTRAR in Radiology in the Ashton, 
Hyde and Glossop Group and Oldham Group of hospitals. 

Application forms are obtainable from, and returnable to, 
the Group Secretary, Ashton, Hyde and Glossop Hospital 
Management Committee, Astley-road, Stalybridge, Cheshire. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of RESIDENT REGISTRAR in the 
Board’s Non-tuberculous Thoracic Surgery Unit of 48 Beds 
at Park Hospital, Davyhulme. 1 year appointment, renewable. 
Post now vacant. 

Application forms from the Secretary, West Manchester 

Hospital Management Committee, Park Hospital, Davyhulme, 
Urmston. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of NON-RESIDENT REGISTRAR 
in Chest Diseases. The main duties will be with the Stockport 
and Buxton Hospital Management Committee, and the successful 
candidate will werk under the direction of the Consultant Chest 
Physician. The post offers scope for experience in both tuber- 
culous and non-tuberculous diseases of the chest and in hospital, 
sanatorium, and clinic practice. 

Applications, stating age, qualifications, and experience, 
together with copies of 2 testimonials, to be addressed to the 
undersigned, forthwith. H. G. PRICE, Group Secretary. 

59B, Shaw-heath, Stockport, Cheshire. _ 

MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS. REGISTRAR in Obstetrics and Gynew- 
cology. Applications are invited for the above appointment 
commencing ist January, 1954. Salary at national scale. 
Initially — —— will be for 1 year, renewable normally 
for a second B phar’ he successful candidate will act during the 
first year as ident Obstetric Surgeon in the obstetrica] branch 
es the Hospital at Whitworth-street, and during the second year 

Resident Surgical Officer in the gynecological branch at 
Whitworth Park. The duties include some teaching the super- 
vision of the work of House Officers and Resident Medical 
Students, and very considerable clinical responsibility. Candi- 
dates must; therefore, have had fairly full previous experience 
in Se and gynecology. A higher qualification is not 
essentia! 

Forms of application may be obtained from the undersigned. 
The closing date is 21st tig 1953. 

A. R. Wiss, General Superintendent. 

Saint Mary’s Hospitals, W hitworth Park. Manchester, 13. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS. Applications are invited for the post 
of SENIOR HOUSE OFFICER in Obstetrics. Applicants 
must have 7 revious hospital experience in general medicine 
and surge’ in obstetrics. The post is recognised for purposes 
of the M. 6.0. G. examination. bg duties involve clinical 
responsibility for mothers and babies, and supervision of the 
work of pre-registration House Officers is also included. The 
appointment is for 12 months from Ist November, 1953. 
National scale. 

Application forms may be obtained from the undersigned and 
returned not later than 7th September, 1953. 

A. R. WIsE, General Superintendent. 

Saint Mary’s Hospitals, Whitworth Park, Manchester, 13. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS. Applications are invited for 2 posts of 
HOUSE OFFICER in Gynecology. Applicants must have had 
previous hospital experience in medicine — surgery. The posts 
are recognised for the purposes of the M.R.C.O.G. examination. 
The appointments are for 6 months commencing ist January, 
1954. Salary in accordance with national scale. 

Application forms may be obtained from the undersigned and 
returned not later than 21st September, 1953. 

A. R. Wisk, General Superintendent. 

Saint Mary’s Hospitals, Whitworth Park, Manchester, 13. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for the post of REGISTRAR (resident). Tenable for 12 months 
subject to renewal. Previous experience in ophthalmology 
essential. The terms and conditions of service for hospital 
medical and dental staffs will apply. 

Application forms may be obtained from the undersigned. 

H. R. Nortu, General Superintendent. 
MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. PARK HOSPITAL, DAVYHULME. 
(General Hospital—426 Beds.) 

1 SENIOR HOUSE OFFICER (general surgery). Post 
now vacant. 

1 SENIOR HOUSE OFFICER (non-tuberculous thoracic 
surgery) for Manchester —_— Hospital Board Centre. 
Post vacant mid-October, 1953 

1 HOUSE OFFICER CEN T. surgery ). 
Post now vacant. 

General surgery posts recognised for F.R.C.S. examination. 

Forms from Secretary. 

MANSFIELD AND DISTRICT GENERAL HOSPITAL. 
Applications are invited for the post of SENIOR HOUSE 
OFFICER to the Casualty and Orthopedic Department (1 of 
2 posts). The post is recognised for F.R.C.S. regulations. 

Applications, stating qualifications, age, experience, &c., to 
be forwarded to the Secretary, Mansfield Hospital Management 
Committee, Crow Hill-drive, Mansfield. 


(Pre-registration. ) 
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MANSFIELD AND DISTRICT GENERAL HOSPITAL’ 
(207 Beds.) MANSFIELD HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of SENIOR HOUSE 
OFFICER in Anesthetics (resident). The post is recognised 
for the D.A. Appointment will be for 1 year. Salary £670 p.a., 
with a deduction of £135 in respect of residential emoluments. 

Applications, stating age, qualifications and experience, 
together with copies of 2 testimonials, should be forwarded to 
the undersigned prema Her” 

A. ASHWORTH, Group Secretary, 
Mansfield Hospital Management Committee. 

Oak Bank, Crow Hill-drive, Mansfield. 

MANSFIELD AND DISTRICT GENERAL HOSPITAL. 
(207 Beds.) MANSFIELD HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of HOUSE SURGEON 
(pre-registration or Senior House Officer post). Post recognised 
for F.R.C.S. examinations. 

Applications, stating age and qualifications, together with 
copies of 2 recent testimonials, to be forwarded to Group 
Secretary, Mansfield Hospital Management Committee, Crow 
Hill-drive, Mansfield. ee 
MANSFIELD. RANSOM SANATORIUM. Nottingham 
NO. 5 HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the resident post of SENIOR HOUSE OFFICER 
with effect from Ist November, 1953. The Sanatorium contains 
185 Beds for the treatment of pulmonary tuberculosis in men. 
women, and children, including a modern Thoracic Surgery 
Unit. Salary £670 p.a., less £150 for full residential emoluments, 
which include a comfortable flat. 

Applications, stating age, qualifications, and experience, and 

enclosing copies of 2 recent testimonials, to be sent to the Group 
Secretary, Harlow Wood Hospital, near Mansfield. 
MORPETH (near). ST. MARY’S HOSPITAL, Stanning- 
TON, near MORPETH, NORTHUMBERLAND. Applications are invited 
from registered medical practitioners for the post of SENIOR 
HOUSE OFFICER or JUNIOR HOSPITAL MEDICAL 
OFFICER at the above Mental Hospital (825 Beds). Accommo- 
dation for married man available, for which a deduction will be 
made. Appointment is subject to the National Health Service 
superannuation regulations with salary and terms and conditions 
of service as published by the Ministry of Health 

Applications, stating age, qualifications and experience, and 

the names of 2 referees should be sent to the Medical Super- 
intendent as soon as possible. 
NEWCASTLE REGIONAL HOSPITAL BOARD. North 
WEST DURHAM HOSPITAL MANAGEMENT COMMITTEE. REGIS- 
TRAR ANASSTHETIST (whole-time), resident or non-resident 
near main hospital. Single accommodation available. Salary 
£775-£890 p.a. Appointment up to 3lst August, 1954, in the 
first instance. 

Applications, together with names and addresses of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘“‘ Blythswood South,’’ 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 


NEWCASTLE REGIONAL HOSPITAL BOARD. Durham 
HOSPITAL MANAGEMENT COMMITTEE. SURGICAL REGISTRAR 
(whole-time), resident or non-resident, at Dryburn Hospital 
(319 Beds). Salary £775-£890 p.a. Appointment up to 31st 
August, 1954, in the first instance, and may be renewed for a 
further year. 
Applications, together with names and “yey of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘‘ Blythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 


NEWCASTLE REGIONAL HOSPITAL BOARD. Sunder- 
LAND AREA HOSPITAL MANAGEMENT COMMITTEE. ROYAL INFIR- 
MARY, SUNDERLAND. (300 Beds.) REGISTRAR PHYSICIAN 
({whole-time), non-resident. Salary £775-£890 p.a. Appoint- 
ment up to 3lst August, 1954, in the first instance, and may be 
renewed for a further period. 

Applications, together with names and addresses of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘‘ Blythswood South,’’ 
Osborne- road, Newcastle upon Tyne, 2, within 14 days. 


NEWCASTLE REGIONAL HOSPITAL BOARD. 
REGIONAL THORACIC SURGICAL SERVICE. 2 REGISTRAR 
THORACIC SURGEONS required for duties at the Regional 
Centre (160 Beds) at Shotley Bridge General Hospital, where 
the work is almost entirely non-tuberculous (cardiovascular, 
cesophageal and pulmonary), and at the associated sanatoria. 
The appointments are for trainees who want basic experience in 
thoracic surgery before finally deciding to take up a career in 
thoracic surgery. Candidates must therefore already possess an 
F.R.C.S. Diploma and have held appropriate general surgical 
posts. Salary scale £775-£890 in accordance with the national 
conditions, and the appointment will be up to 31st August, 1954, 
in the first instance. 

Applications, together with names and addresses of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘“‘ Blythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. Canvassing 
will disqualify, but candidates are entitled to visit the Unit by 
arrangement with the Senior Surgeon, Thoracic Unit, Shotley 
Bridge General Hospital, Cu. Durham. 





NEWCASTLE. THE UNITED ‘NEWCASTLE UPON 
TYNE HOSPITALS. Applications are invited for the whole-time, 
non-resident appointment of SENIOR HOUSE OFFICER to 
the Professorial Surgical Unit. The appointment will be for 
1 year and subject to Ministry of Health terms and conditions 
of service. The salary will be at the rate of £670 p.a., subject 
to the usual deductions. 

Applications, giving full particulars, and the names and 
addresses of 3 referees, should be sent to the undersigned within 
2 weeks of the appearance of this advertisement. 

A. W. SANDERSON, House Governor and Secretary. 

Royal Victoria Infirmary, Newcastle upon Tyne. 





NEWARK GENERAL HOSPITAL, Newark. Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT SUR- 
GICAL HOUSE OFFICER with general duties required at 
Registrar rate of pay. This post offers good experience to anyone 
preparing to enter General Practice.. Appointment for 1 year in 
tirst instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 7th September, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
NEWMARKET GENERAL HOSPITAL, Newmarket, 
SUFFOLK. Applications are invited for the post of HOUSE 
SURGEON, available immediately. Duties include surgical 
house charge of general surgical, E.N.T., and eye beds. The 
post is tenable for 6 months and is resident. Salary in accordance 
with national scale, less £100 p.a. for board and residence. 

Applications, together with copies of 3 testimonials, should 
be addressed to the Physician-Superintendent. 

NEWMARKET GENERAL HOSPITAL, Newmarket, 
SUFFOLK. Applications are invited for the post of HOUSE 
PHYSICIAN, vacant now. Duties include house charge of acute 
enera! medical and tuberculosis beds with some opportunity 
or anesthetics under the supervision of the Consultant in 
anesthesia. The post is tenable for 6 months, salary in accor- 
dance with national scale, less £100 for board and residence. 

Applications, with copies of 3 recent testimonials, should be 

addressed to the Physician-Superintendent. 
NEWPORT, MON. ROYAL QWENT HOSPITAL. 
(Recognised for F.R.C.S 259 Beds—9 residents.) JUNIOR 
HOSPITAL MEDICAL ‘OFFICER and SENIOR HOUSE 
OFFICER seueeed shortly for Casualty Department. Senior 
Hospital Medical Officer in full-time charge of department, 
through which pass all medical and hg wy emergencies. 
Excellent experience. Recognised F.R.C.S. for 6 months. Post 
reviewed annually for Junior Hospital” “Medical Officer and 
tenable 6 or 12 months as Senior House Officer as desired. 
Salary £700-£50-£1000 (Junior Hospital Medical Officer) or 
£670 (Senior House Officer), less £120 for board-residence. 

Write, quoting 2 referees, to T. A. JONES. 

64. Cardiff-road, Newport, Mon. 

NEWPORT, I.W. ST. MARY’S HOSPITAL. (365 Beds.) 
ISLE OF WIGHT GROUP HOSPITAL MANAGEMENT COMMITTEE. 

SENIOR HOUSE OFFICER in Surgery. Salary £670 p.a. 
Applications are invited from registered medical practitioners. 

HOUSE SURGEON. Post approved for Pre-registration 
Service. National salary scale and conditions. Vacant now. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names of 2 referees, to be sent as 
soon as possible to Group Secretary, Hospital Management 
Committee Headquarters, Clatterford House, Carisbrooke, I.W. 
NORTHAMPTON GENERAL HOSPITAL. (485 Beds.) 
reagan invited for following posts, vacant Ist October, 
1 —— 

Department of Anzsthetics, HOUSE OFFICER. Recognised 
for D.A. and for pre-registration. 

General Surgery, HOUSE OFFICERS (2). 
F.R.C.S. and for pre-registration. 

Fracture and Orthopedic Department, HOUSE OFFICER. 
Recognised for F.R.C.S. and for pre-registration. 

Casualty Department, SENIOR HOUSE OFFICER, to work 
in conjunction with ouse Officer, Casualty Department. 
Recognised for F.R.C.S. 

Casualty Department, HOUSE OFFICER, to work in con- 
junction with Senior House Officer, Casualty Department. 

Department of Pathology, SENIOR HOUSE OFFICER. 
All 6 months appointments in first instance. Appropriate 
deduction for residential emoluments. 

Applications, enclosing copies of 3 testimonials (names of 

3 referees for Senior House Officer, pathology), as soon as 
possible to S. G. HILL, Superintendent. 
NORWICH. NORFOLK AND NORWICH HOSPITAL. 
PADIATRIO DEPARTMENT AT THE JENNY LIND HOSPITAL FOR 
CHILDREN. Applications are invited for the appointment from 
23rd September, 1953, of HOUSE SURGEON (Male or Female) 
in the Surgical Section of the Jenny Lind Hospital, which forms 
the entire Pediatric Department of the United Norwich Hos- 
pitals. The post is recognised under the Medical Act, 1950, 
for Pre-registration Service. The duties are under the direct 
supervision of the Consultant staff of the Norfolk and Norwich 
Hospital. Salary £350, £400 or £450, less £100 p.a. for resi- 
dential emoluments. 

Applications, stating age, qualifications and experience, with 

names of 2 referees, to Secretary, Group 6 Hospital Manage- 
ment Committee, St. Stephen’s-road, Norwich. 
NORWICH. UNITED NORWICH HOSPITALS. East 
ANGLIAN REGIONAL HOSPITAL BOARD. ANACSTHETIC REGIS- 
TRAR. Duties mainly at Norfolk and Norwich Hospital, 
but also at Jenny Lind Hospita) for Children. Post provides 
wide experience and recognised for D.A. Single quarters avail- 
able. Appointment for 1 year, renewable for second year. 

Applications, stating age, qualifications, details of previous 
and present appointments, with names of 3 referees, to Secretary 
of Board, 117, Chesterton-road, Cambridge, by 3lst August, 
1953. Candidates invited to visit hospitals by direct arrange- 
ment with Hospital Management Committee Secretary at Norfolk 
and Norwich Hospital. 

NOTTINGHAM. CITY HOSPITAL. (823 Beds.) Applica- 
tions are invited for the post of SENIOR HOUSE OFFICER 
(surgical) vacant Ist September. The post is approved for 
F.R.C.S. The Officer appointed will be required to spend 
6 months in general surgery, 3 months thoracic surgery and 
3 months orthopedic and plastic surgery. Salary £670 p.a., 
less £145 p.a. fog residential emoluments. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of not more than 3 testi- 
monials, to be sent immediately to the Hospital Secretary, 
City Hospital, Hucknall-road, Nottingham. 


Recognised for 
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NOTTINGHAM CITY HOSPITAL. (823 Beds.) Appli- 
cations are invited for the post of HOUSE SURGEON, vacant 
2nd October, 1953. Recognised for pre- registration purposes. 
Salary £350 84: 50 p.a., according to experience. 

Applic ations, stating age, nationality, qualifications, and 

experience, together with copies of not more than 3 testimonials, 
to be sent immediately to the Hospital Secretary, City Hospital, 
Hucknall-road, Nottingham. 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners for the post of 
ORTHOPADICAND FRACTURESENIOR HOUSE OFFICER. 
The post offers exceptional experience in traumatic and ortho- 
peedic surgery. Duties to commence as soon as possible. Salary 
and conditions of service in accordance with Ministry regulations. 
If resident £150 deducted for emoluments. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials,-to be sent to— 

HENRY M. STANLEY, Secretary. 

NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited for the post of RESIDENT CLINICAL PATHOLO- 
GIST (Senior House Officer grade), vacant Ist October. Previous 
experience in pathology not essential. Opportunities for 
training in all branches of clinical pathology are afforded in a 
Department serving over 1200 Beds. Salary and conditions of 
service in accordance with Ministry regulations. 

Applications, stating age, qualifications and experience, 
together with names and addresses of referees, to be sent to the 
undersigned immediately. 

HENRY M. STANLEY, Group Secretary. 
NOTTINGHAM. GENERAL HOSPITAL. Resident House 
SURGEON required (Male or Female) for the above Hospital. 
Duties to commence on or about Ist September, 1953. Salary 
and conditions of service in accordance with published regula- 
tions. If held by R practitioner the appointment will be for a 
period of 6 months. 

Applications, stating age, qualifications, and experience, 
together with copies of testimonials, to be sent to 

HeENRY M. STANLEY, Group Secretary. 
NORTH AND MID-CHESHIRE HOSPITAL MANAGE- 
MENT COMMITTEE. REGISTRAR (chest diseases) required to 
carry out duties arranged by the Consultant Chest Physician 
at the Altrincham, Northwich, Crewe. Chest Clinics and 
Hefferston Grange Sanatorium. 

Applications, together with 2 recent testimonials, should be 

sent to the Group Secretary, The Hospital, Sinderland-road, 
Altrincham, Cheshire. 
NUNEATON. MANOR HOSPITAL. (139 Beds.) House 
SURGEON required for general surgical duties including E.N.T. 
and ophthalmic work. Recognised for F.R.C.S. ;  pre-registra- 
tion post. 

Applications to the Hospital Secretary. a 
NUNEATON. MANOR HOSPITAL. (139 Beds.) Applica- 
tions are invited for the post of HOUSE PHYSICIAN (32 
general medical beds). Vacant now. Pre-registration post. 

Applications to the Hospital Secretary. 

OLD WINDSOR, BERKS. KING EDWARD VII HOS- 
PITAL. (OLD WINDSOR UNIT.) NORTH WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT PAsDI- 
ATRIC REGISTRAR required at above Hospital. Possession 
of D.C.H. desirable. Hospital may be visited by direct appoint- 
ment. 

Application forms obtainable from, and returnable to, the 

Secretary, Windsor Group Hospital Management Committee, 
Alma-road, Windsor, by 3lst August. 
PENZANCE. WEST CORNWALL HOSPITAL. (General 
—100 Beds.) WEST CORNWALL HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from pre-registration graduates 
or qualified medical practitioners for the post of HOUSE 
SURGEON. 

Applications, stating age, nationality, qualifications and 
experience, and enclosing copies of 2 recent testimonials, should 
be forwarded to the Hospital Secretary, West Cornwall Hospital, 
Penzance. 

PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. Applications = nye 9 from registered medical practi- 
tioners for the appointments o' 

(1) SENIOR HOUSE OFFICER to Casualty and Fracture 
1 Greenbank Road Section, vacant immediately. 

(2) 8 ae HOUSE OFFICER in Surgery, Greenbank 
Road Section. acant 9th October, 1953, recognised for the 
Fellowship of the Royal College of Surgeons. 

(3) RESIDENT ANAXSTHETIST, Greenbank Road Section, 
vacant immediately, recognised for the D.A. 

(4) HOUSE SURGEONS, Greenbank Road Section, vacancies 
13th September, 17th and 20th October, 1953, recognised for the 
Fellowship of the Royal College of Surgeons. 

(5) SENIOR HOUSE OFFICER in Surgery, Freedom 
Fields Section, vacant immediately, recognised for the Fellowship 
of the Royal College of Surgeons. 

(6) HOUSE PHYSICIAN, Freedom Fields Section, vacant 
lst September, 1953. 

(7) HOUSE OFFICER in Obstetrics, Alexandra Maternity 
Home, Devonport, vacant immediately. 

Applications, stating age, nationality, qualifications, and 
experience, with the names of 3 referees, to be sent to the under- 
signed as soon as possible. 

ARTHUR R. CaSH, Group Secretary. 

7, Nelson-gardens, Stoke, Devonport. 


PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. INFECTIOUS DISEASES HOSPITAL. (310 Beds.) 
Applications are invited for the appointment of HOUSE 
PHYSICIAN, whose work will comprise duties ia both infectious 
diseases and tuberculosis wards. 

Applications, stating age, experience, and qualifications, and 
names of 2 referees, should be submitted as soon as possible to 

35, Grove-road South, Southsea. E. H. Hurst. 
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PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
anon waa Applications are invited for the following appoint- 
ments :— 
7 Mary’s Hospital (General s+ with 150 surgical 
yeds—recognised for the F.R.C.S.) 
SENIOR HOUSE OFFIC SER (Casualty and Orthopedic 
Departments), vacant now 
ore Hospital (124 surgical beds and 21 
o.N eds ) 

SENIOR HOUSE SURGEON (E.N.T. and general surgery), 

vacant 8th September. 

Applications, stating age, experience and qualifications, 
together with the names of 2 referees, should be submitted as 
soon as possible to E. H. Hurst. 

35, Grove-road South, Southsea. 

PAISLEY. INFECTIOUS DISEASES HOSPITAL. 
BOARD OF MANAGEMENT FOR PAISLEY AND DISTRICT HOSPITALS. 
2 HOUSE PHYSICIANS required immediately. 180 Beds, with 
Thoracic Unit attached. 

Apply to Group Medical Superintendent, the Royal Alexandra 
Infirmary, Paisley. 

PAISLEY. ROYAL ALEXANDRA INFIRMARY. Applica- 
tions are invited for the following posts :— 

HOUSE SURGEON for Orthopedic and Fracture Unit. 

HOUSE SURGEON for general surgical wards. 

HOUSE PHYSICIANS for medical wards. 

Apply to Group Medical Superintendent at above address. 
PAISLEY. ROYAL ALEXANDRA INFIRMARY 
ANNEXE. BOARD OF MANAGEMENT FOR PAISLEY AND DISTRICT 
HOSPITALS. JUNIOR HOSPITAL MEDICAL OFFICER 
required immediately for the general Medical, Surgical and 
Geriatric Units of the above Hospital. Applicants must be 

2 years qualified. Salary £700-—€50-£1000. 

Apply to Group Medical Superintendent, the Royal Alexandra 
Infirmary, Paisley. 

POOLE GENERAL HOSPITAL, Poole, Dorset. Bourne- 
MOUTH AND EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE PHYSICIAN required 6th September, 1953. 
Applications to Hospital Secretary. 
READING COMBINED HOSPITALS. Area Department 
OF OBSTETRICS AND GYNASCOLOGY. Applications invited for posts 
of HOUSE SURGEONS (a) Gynecology, vacant Ist October, 
and (b) Obstetrics, vacant Ist October and 15th October 
respectively, each for periods of 6 months. M.R.C.O.G recognised. 

Applications, stating age, qualifications with dates, nationality, 
yresent post, with copies of recent testimonials, to Secretary, 

toyal Berkshire Hospital, Reading. 
REDHILL COUNTY HOSPITAL. Locum Registrar in 
Obstetrics and Gynecology required, full-time, for period 
26th August—23rd September. 

Apply to Group Secretary, Redhill County Hospital, Earlswood 

Common, Redhill, Surrey (Redhill 3581). 
REDHILL COUNTY HOSPITAL, Eariswood Common, 
REDHILL, SURREY. (576 Beds.) REDHILL GROUP HOSPITAL 
MANAGEMENT COMMITTEE. RESIDENT SENIOR HOUSE 
OFFICER (anesthetics) to commence duty in October. Appoint- 
ment recognised for D.A. Salary £670 p.a., less £130 for 
residence, &c. 

Apply to Group Secretary at above address. 

REDRUTH. CAMBORNE-REDRUTH HOSPITAL. (151 
Beds—4 Residents.) WEST CORNWALL HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (surgical) 
required for the above Hospital. Post now vacant. This is 
a general hospital with a great variety of cases. The post 
gives good experience in diagnosis, operative and postoperative 
treatment, and in actual operative procedure to the candidate. 

Applications, stating age, experience and nationality, together 
with references, to Hospital Secretary, Camborne-Redruth 
Hospital, Redruth, Cornwall. 

ROTHERHAM. agree yg ee HOSPITAL. 
(Recognised training ie mar for D.A.) SHEFFIELD REGIONAL 
HOSPITAL BOARD, hole-time RESIDENT. REGISTRAR 
(ansesthetics ) leas” gant. for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 

Old Fulwood-road, Sheffield, by 3lst August, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
ROTHERHAM HOSPITAL, Doncaster Gate, Rotherham. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
MEDICAL REGISTRAR required with duties also at the 
Moorgate Hospital, Rotherham. Appointment for 1 year in 
first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 
Old Fulwood-road, Sheffield, by 3lst August, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. Sian etal 
ROMFORD, ESSEX. VICTORIA HOSPITAL. (91 Beds.) 
Applications are invited from registered medical practitioners 
(Male) for the post of RESIDENT HOUSE PHYSICIAN 
now vacant. The duties will include experience in gynecology. 
6 months appointment. 

Applications, stating age, nationality, qualifications with 

dates, and experience, together with copies of 2 recent testi- 
monials or names of 2 referees, should be sent immediately to the 
Secretary, Romford Group Hospital Management Committee, 
Oldchurch Hospital, Romford. 
ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (247 
Beds. ) Applic ations are invited from medical registered practi- 
tioners for the resident post of SENIOR HOUSE OFFICER 
in Anesthetics at the above Hospital, vacant from 21st 
September, 1953. Good experience in anesthetics for general 
surgery, gynecology, and E.N.T. modern equipment. 

Applications, stating age, nationality, qualifications with 
dates, present appointment and experience, should be addressed 
to the Medical Superintendent as soon as possible. Applicants 
may see the Hospital by arrangement. (Tel. : Romford 7711.) 
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ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (247 
Beds.) Applications are invited from registered medical practi- 
tioners for the post of RESIDENT SENIOR HOUSE SUR- 
oer vacant from 25th September, 1953. Recognised for 
’.R.C.S. 

Applications, stating age, nationality, qualifications with 
dates, and experience, together with copies of 2 recent testi- 
monials or names of 2 referees, should be sent immediately to 
the Medical Superintendent. (Tel. : Romford 7711.) 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. Applica- 
tions-are invited from registered medical practitioners for the 
post, now vacant, of SENIOR HOUSE OFFICER (resident) 
for duties in the Casualty and Admissions Department at the 
above Hospital. This is a large general hospital, with specialised 
departments dealing with all types of acute medical and 
surgical cases. The post affords good opportunity for gaining 
tuition and experience. 

Applications should be addressed immediately to the Secretary 
of the Romford Group Hospital Management Committee, 
Oldchurch Hospital, Romford, stating age, nationality, 
qualifications, experience, and 2 testimonials of recent date 
or names of 2 referees. 

ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) Applications are invited for the post of RESIDENT 
HOUSE SURGEON in the General Surgical Unit. Recognised 
for F.R.C.S. 6 months appointment. This very active General 
Surgical Unit of approximately 100 Beds affords ample oppor- 
tunity for candidates to obtain first-class tuition and experience. 

Applications, stating age, nationality, qualifications with 
dates, and details of experience, together with copies of 2 recent 
testimonials or names of 2 referees, should be sent immediately 
to the Group Secretary, Romford Group Hospital Management 
Committee, Oldchurch Hospital, Romford. 

ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) Applications are invited from registered medical prac- 
titioners for the post of SENIOR HOUSE OFFICER in the 
Department of Ophthalmology. 

s# Applications, stating age, qualifications, present appointment 
and experience with dates, together with copies of 2 testimonials 
of recent date or names of 2 referees, should be sent immediately 
to the Group Secretary, Romford Group Hospital Management 
Committee, Oldchurch Hospital, Romford. 

ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) Applications are invited from registered medical practi- 
tioners for the post of SENIOR HOUSE OFFICER in Pathology 
in this large General Hospital containing well-equipped laboratory 
where excellent opportunities exist for gaining extensive 
experience. 

Applications, stating age, nationality, qualifications with 
dates, and experience, together with copies of 2 recent testi- 
monials or names of referees, should be sent immediately to the 
Group Secretary, Romford Group Hospital Management Com- 
mittee, Oldchurch Hospital, Romford. oe Sas iene 
ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTER. CHEST DISEASES. JUNIOR HOSPITAL 
MEDICAL OFFICER required now for work in sanatoria and 
chest clinics. 

Apply to the Group Secretary, Central Offices, Birch Hill 

Hospital, Rochdale. 
ROCHDALE. BIRCH HILL HOSPITAL. (General— 
951 Beds.) ROCHDALE AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER (anesthetics). 
Appointment for 1 year and post recognised for D.A. 

Applications to Group Secretary, Central Offices, Birch Hill 
Hospital, Rochdale, not later than 29th August, 1953 








ROCHFORD, ESSEX. GENERAL HOSPITAL. (603 
Beds.) © Applications are invited for the post of RESIDENT 
HOUSE PHYSICIAN (House Officer grade). Post vacant 
early September for a period of 6 months. Recognised as a 
pre-registration appointment in general medicine. 

Applications should be sent as soon as possible to— 

J. C. FIELD, Secretary. 
RUGBY. HOSPITAL OF ST. CROSS AND ST. LUKE’S 
HOSPITAL. SENIOR HOUSE OFFICER required for General 
Medical Department (60 Beds and 2 Outpatients Clinics). 

Apply, stating age, qualifications, with copy testimonials, to 
Hospital Secretary. Peis 5 
RYDE. ROYAL I.W. COUNTY HOSPITAL. South West 
METROPOLITAN REGIONAL HOSPITAL BOARD. ISLE OF WIGHT 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited from registered medical practitioners for the appoint- 
ment of REGISTRAR, for service as non-resident Casualty 
Officer. Accommodation available for married or single candi- 
dates near the Hospital. Salary £775 or £890 p.a., according 
to previous posts held. 

Forms of application, which may be obtained from the Group 

Secretary, Hospital Management Committee Headquarters, 
Clatterford House, Carisbrooke, 1.W., should be returned, duly 
completed, as soon as possible. 
SALISBURY QGQROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of SENIOR 
HOUSE OFFICER for the Area Pathological Service based on 
the Salisbury General Infirmary. Residential quarters may be 
available and the post is now vacant. ¢ 

Apply, naming 2 referees, to Group Secretary, Odstock 
Hospital, Salisbury, Wilts. 


SALISBURY GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of 
REGISTRAR for the Area Pathological Service based on the 
Salisbury General Infirmary. Residential quarters may be 
available and the post is vacant now. 

Further details and application forms, obtainable from and 
must be returned to, the Group Secretary, Odstock Hospital, 
Salisbury, within 14 days of the appearance of this advertise- 
ment. 





SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. HOUSE SURGEON to 
Orthopedic and Plastic Unit. The post offers considerable 
experience in both departments though these will be primarily 
in the Orthopedic Unit. The appointment is for 6 months 
ae 2 as soon as possible. ; 

Apply immediately, naming 2 referees, to Group Secretary 
Odstock Hospital, Salisbury. ~ ihe enti 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited from suitably qualified medical 
practitioners for the following appoiutments which will be, in 
each case, for 1 year in the first instance :— ; 

SENIOR HOUSE OFFICER in Dermatology at Stobhill 

Hospital, Glasgow. 
SENIOR HOUSE OFFICER (2 posts) in Tuberculosis at 
Robroyston Hospital, Glasgow. 

Applications, stating age, qualifications, experience, and 
present appointment, and giving the names of 3 referees, should 
be submitted not later than 29th August, 1953, to the Secretary 
Board of Management for Glasgow Northern Hospitals 13. 
Woodside-place, Glasgow, C.3. ry 
SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of SENIOR 
REGISTRAR in Ophthalmology on the staff of the A berdeen 
General Hospitals. Candidates preferably should hold a higher 
qualification in ophthalmology. Salary is within the scale of 
£1000-£1300 p.a. Terms and conditions are as laid down for 
a medical and dental staffs (Scotland). 

Applications, together with the names of 2 referees ( 
be lodged by 5th September, 1953, with the Searetary. l. a 
place, Aberdeen, from whom further particulars may be obtained. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of SENIOR 
REGISTRAR in Urological Surgery at the Western General 
Hospital, Edinburgh. The post is superannuable and the 
conditions of service are in accordance with the regulations 

Applications, giving particulars of age, qualifications, and 
previous experience, together with the names of 3 referees, should 
be submitted to the Secretary, South-Eastern Regional Hospital 
Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 3 
within 30 days. att 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. CHILD GUIDANCE DEPARTMENT, ROYAL HOSPITAL 
FOR SICK CHILDREN, EDINBURGH. Applications are invited for 
a post of REGISTRAR in the above Unit. The post is designed 
to afford facilities for further training for individuals interested 
in peediatrics or psychiatry. The post is superannuable and the 
conditions of service are in accordance with the regulations 

Applications, giving particulars of age, previous experience, 
and qualifications, together with the names of 2 referees, should 
be ee — eg te! South-Eastern Regional Hospital 

oard, Scotland, 11, Drumsheugh-gardens, Edi 74 7 4 
30th Sentomber. gh-g Edinburgh, 3, by 
SHEFFIELD. CITY GENERAL HOSPITAL. Applications 
are invited for the post of RESIDENT HOUSE PHYSICIAN 
(recognised pre-registration post) at the above Hospital and 
Fir Vale Infirmary vacant Ist October, 1953. Acute medical cases 
are admitted to the City General Hospital and geriatric experi- 
ence is provided at Fir Vale Infirmary. The appointment will 
give special opportunity for the study of diseases of the chest 
Undergraduate and postgraduate teaching is undertaken in the 
Medical Department. 

Applications, givifig full details of age, qualifications and 
experience with dates, and the names of 2 persons to whom 
reference may be made, should be forwarded to the undersigned 
at Nether Edge Hospital, Sheffield 11, not later than 4th 
September, 1953. W. STANSFIELD, Secretary. 
SHEFFIELD. CITY GENERAL HOSPITAL. (Recognised 
for Final Fellowship examination. ) SHEFFIELD REGIONAL 
HOSPITAL BOARD. RESIDENT REGISTRAR (Thoracic Sur- 
gery) required. Large general hospital with Regional Depart- 
ment of Cardiology. Thoracic Surgical Unit deals with tuber- 
culosis and non-tuberculosis cases. Higher qualification an 
advantage ; previous surgical experience desirable. Appoint- 
ment <4 1 year in first instance. 

Apply to_ Secretary, Sheffield Regional Hospit P 

Old Fulwood-road, Sheffield, by 3ist August, 1954, = Msgs 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT SENIOR REGISTRAR in Radiology 
required for the City General Hospital, Sheffield. Possession 
of a recognised Diploma in Radiology desirable. Appointment 
for 1 year in first instance, reviewable annually. It has been 
agreed between Sheffield Regional Hospital Board and the 
Board of Governors of the United Sheffield Hospitals that the 
tenure of appointment will be divided between the City General 
Hospital, Sheffield, and the Teaching Hospitals. 

Applications, giving age, nationality, qualifications, present 
and previous appointments with dates, together with names 
and addresses of 3 referees, should be sent to the Secretary 
Sheffield Regional Hospital Board, Old Fulwood-road, Sheffield, 
10, to arrive not later than 7th September, 1953. : 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time RESIDENT or NON-RESIDENT SENIOR SURGICAL 
REGISTRAR (transitional appointment) required for 1 year 
in first instance but not beyond 31st December, 1955, for City 
General Hospital, Sheffield. The successful candidate to reside 
at the Hospital when on duty including “ on call’ duty. Terms 
as recently agreed by the Ministry of Health and the profession. 
Applications invited from Senior Surgical Registrars in fourth 
or subsequent years and from those who held such posts for 
3 or more years but vacated them after Ist January, 1951. 

Apply to the Secretary, Sheffield Regional Hospital Board, 
Old Fulwood-road, Sheffield, 10, by 7th September, 1953, 
giving age, nationality, qualifications, present and previous 
appointments with dates, naming 3 referees. 
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SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT SENIOR REGISTRAR (obstetrics 
and gynecology) (transitional appointment) required for 1 year 
in the first instance but not beyond 31st December, 1955, at 
Nottingham City Hospital. Terms are recently agreed by the 
Ministry of Health and the profession. Applications invited 
from Senior Registrars in Obstetrics and Gynecology in fourth 
or subsequent years and from those who held such posts for 
3 or more years but vacated them after Ist January, 1951. 
Apply to Secretary, Shefficld Regional Hospital Board, 
Old Fulwood-road, Sheffield, 10, by 7th September, 1953, giving 


age, nationality, qualifications, present and previous appoint- 
ments with dates, naming 3 referees. 

SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time RESIDENT or NON-RESIDENT SENIOR MEDICAL 
REGISTRAR required for Nottingham General Hospital. 
Possession of M.R.C.P. desirable. Appointment for 1 year in 


first instance, rev iewable annually. It has been agreed between 
Sheffield Regional Hospital Board and the Board of Governors 
of the United Sheffield Hospitals that the tenure of appointment 
will be divided between the Nottingham General Hospital and 
the Teaching Hospitals. 

Applications, giving age, nationality, qualifications, present 
and previous appointments with dates, together with names 
and addresses of 3 referees, should be sent to the Secretary, 
Sheffield Regional Hospital Board, Old Fulwood-road, Sheffield, 


10, to arrive not later than 7th September, 1953. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time RESIDENT or NON-RESIDENT SENIOR HOUSE 


OFFICER or REGISTRAR (if in possession of D.M.R. Part 1) 
required for the Derby Radiotherapy Centre at the Derbyshire 
Royal Infirmary. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 

Old Fulwood-road, Sheffield, by 7th September, 1953, giving 
age, nationality, qualifications, present and previous appoint- 
ments with dates, naming 3 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Resident 
Locum MEDICAL REGISTRAR required at the City Hospital, 
Derby, for period of 3 months from 7th September. 1953. 
Remuneration at rate of £16 per week, with a deduction for 
residence. 

Apply to Secretary, Sheffield Regional Hospital Board, 
Fulwood-road, Sheffield, naming 2 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. 
time Locum REGISTRAR (aneesthetics) required at the 
Moorgate General Hospital, Rotherham, for approximately 
1 month from 3rd September, 1953. Remuneration at rate of 
£16 per week, with a deduction if resident. 


old 


Whole- 


Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, naming 2 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 


time Locum SURGICAL REGISTRAR required at the Grimsby 
General Hospital for the period 7th September—26th October, 
1953, inclusive. Remuneration at rate of £16 per week, with 
a deduction if resident. 

Apply to Secretary, 


Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, 


naming 2 referees. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT SENIOR REGISTRAR in Chest 
Diseases required for the Nottingham Chest Service. Duties 


include sessions at the Nottingham and District Chest Centre, 
Basford Sanatorium, the Thoracic Surgical Unit at Nottingham 
City Hospital and Nottingham No. 2 Mass Radiography Unit. 
Appointment for 1 year in the first instance reviewable annually. 
Applications, giving age, nationality, qualifications, present 
and previous appointments with dates, and naming 3 referees, 
to Secretary, Shefficld Regional Hospital Board, Old Fulwood- 
road, Sheffield, by 3lst August, 1953. 3 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications are invited for the following posts 
(4) RESIDENT SENIOR HOUSE OFFICER at the Jessop 


Hospital. Vucant Ist October, 1953, In Obstetric Department, 
(>) RESIDENT REGISTRAR or SEN HOUSE 


OFFICER in the Pediatric Department, Jessop Hospital for 
Women. Grade according to qualifications and experience. 
The post is associated with the Department of Child Health 
in the University of Sheffield. The successful candidate may he 
required to attend 1 outpatient session per week at the Children's 
Hospital. Closing date for applications for this post is Ist 
September. 

«) NON-RESIDENT SENIOR HOUSE OFFICER in 
Cees at the Royal Hospital. Vacant Ist October, 
19 
REGISTRAR at the 


ta) NON-RESIDENT SURGICAL 

Royal Infirmary. This appointment will include 6 months in the 
Orthopedic Department, and 6-monthly periods in each surgical 
firm. 

All applications should state age, qualifications, and experi- 
ence, with the names of 3 referees and should be addressed 
immediately to :— 

Posts (b) and (d), The Chief Administrative The 
United Sheffield Hospitals, West-street, Sheffield, 1. 

Post (a), The Superintendent, “— Jessop Hospital for 
Women, Leavygreave-road, Sheffield, 

Post (c), The Superintendent, Royal Hospital, West-street, 
Sheffield, 1. 

Copy testimonials may be sent for the Senior House Officer 
appointments. : a: BAMA ra ae 
SHOTLEY BRIDGE GENERAL HOSPITAL, Shotley 
BRIDGER, CONSETT, CO. DURHAM. RESIDENT HOUSE OFFICER 
(obstetrics and gynecology) required for 6 months commencing 
lst September for duties in Obstetrival (30 Beds) and Gynrco- 
logical (43 Beds) Departments. Recognised for D.Obst.R.C.0.G 
(alternatively second pre-registration appointment). 

Apply to the Secretary, North West Durham Hospital Manage- 
ment Committee, stating age and experience and enclosing 
copies of 3 recent ‘testimonials. 
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SHEFFIELD NO. 1 HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the post of RESIDENT 
SENIOR HOUSE OFFICER in the Medical Department of the 
City General Hospital and Fir Vale Infirmary. The post 
provides experience in treatment of acute and chronic medical 
and psychiatric cases. 

Applications, giving full details of age, qualifications, present 
and previous posts with dates, and the names of 2 persons to 
whom reference may be made, should be forwarded to the under- 
signed at Nether Edge Hospital, ee. 11 

. ST ANSFIELD, Secretary. 
SCUNTHORPE AND DISTRIGT WAR MEMORIAL 
HOSPITAL. SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time 
RESIDENT or NON-RESIDENT REGISTRAR (orthopedics) 
required. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 3lst August, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SHOTTS, LANARKSHIRE. 
HOSPITAL. JUNIOR 
(resident) required. 
by 


HARTWOOD MENTAL 
HOSPITAL MEDICAL OFFICER 
Salary and conditions of service as prescribed 
Department of Health for Scotland. 

Applications, giving names of 2 persons for reference, 
sent to the Physician-Superintendent without delay. 
SHREWSBURY. EYE, EAR AND THROAT HOSPITAL. 
(70 Beds.) SHREWSBURY GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the post of SENIOR 
HOUSE OFFICER (E.N.T.) at the Eye, Ear and Throat 
Hospital, Shrewsbury. Post recognised for the D.L.O.R.C.S. 
and vacant 6th September, 1953. 

Applications, stating age, qualifications, nationality, and 
experience, together with copies of recent testimonials, should 
be sent to J. P. MALLETT, Group Secretary. 

& Royal Salop Infirmary, Shrewsbury, 10th August, 1953. 
SHREWSBURY. ROYAL SALOP INFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) SHREWSBURY GROUP HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the post 
of CLINICAL PATHOLOGIST (Senior House Officer grade), 
resident or non-resident. The appointment is at the Group 
Laboratory, and is tenable for 1 year. Vacant immediately. 
(A unit of the Public Health Laboratory Service is housed S 
the same building.) 

Applications, stating age, qualifications, nationality, and 
experience, accompanied by copy testimonials, should be sent 
to the Group Secretary, Hospital Management Committee, 
Royal Salop Infirmary, Shrewsbury. 

J. P. MALLETT, Group Secretary. 

Royal Salop Infirmary, Shrewsbury, 10th August, 1953. 
SHREWSBURY. ROYAL SALOP INFIRMARY AND 
COPTHORNE HOSPITAL. (500 Beds.) SHREWSBURY GROUP HOS- 
PITAL MANAGEMENT COMMITTEE. Applications are invited for the 
post of RESIDENT ANA®SSTHETIST (Senior House Officer 
grade). Post recognised under the conditions of the F.F.A.R.C.S. 
examination, and vacant Ist October, 1953. 

Applications, stating age, nationality, 
previous experience, together with copies 
should be sent to the Group Secretary, Hospital Management 
Committee, Royal Salop Infirmary, Shrewsbury. 

J. P. MALLETT, Group Secretary. 
10th August, 1953. 
ROYAL SALOP INFIRMARY. 
Beds. ) SHREWSBURY GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from general registered 
practitioners (Male or Female) for the appointment of RESI- 
DENT HOUSE SURGEON in General Surgery. Vacant 
immediately, and tenable in the first instance for 6 months. 
Recognised for the F.R.C.S., and approved for pre-registration 
service. Salary and conditions of service in accordance with 
national scale. 

Applications with references, should be sent to— 

P. MALLETT, Group Secretary, 
Group 15 Hospital 6 ge Committee. 

Royal Salop Infirmary, Shrewsbury. 27th July. 1953. 
SHREWSBURY. ROYAL SALOP INFIRMARY. (241 
Beds.) SHREWSBURY GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners 
for the appointment of ORTHOPAZDIC ACCIDENT HOUSE 
SURGEON (Senior House Officer). The successful applicant 
will be allowed to attend for 2 days a month at The Robert 
Jones and Agnes Hunt Orthopedic Hospital, Oswestry, for 
postgraduate study with the Consultant. The post is recognised 
under the revised Fellowship regulations in respect of the 6 
months training required of candidates for the Final Fellowship 
examination. 


to be 


qualifications, and 
of recent testimonials, 


Royal Salop Infirmary, Shrewsbury, 


SHREWSBURY. (241 


Applications, stating age, qualifications, nationality and 
experience, accompanied by copy testimonials, should be sent 
to— J. P. MALLETT, Group Secretary. 


Group 15 Hospital Management Committee. 

Royal Salop Infirmary, Shrewsbury, 10th July, 1953. 
SOUTHAMPTON GROUP HOSPITAL MANAGEMENT 
COMMITTEE, HOUSE PHYSICIAN (resident) required for 
duties in the Southampton Group of Hospitals, from Ist 
September. Post tenable 6 months. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds.) ORTHOPADIC HOUSE SURGEON required. 
Post tenable 6 months. This Hospital is the centre to which all 
trauma from a large industrial town and port is directed, thus 
providing excellent experience in the treatment of traumatic 
conditions ; patients with orthopzdic conditions are also 
drawn from a wide area. 

Applications, with copies of testimonials, should be sent as 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
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SLOUGH, BUCKS. UPTON HOSPITAL. Locum Senior 
HOUSE OFF ICER (gyneecological) required for period 12th— 
26th September inclusive. 

Applications, with details of experience, should be addressed 
to the Hospital Secretary. 

SLOUGH, BUCKS. UPTON HOSPITAL. Locum Senior 
HOUSE OFFIC ER (casualty) required. Post vacant Sept- 
ember. Resident or non-resident. 

Applications, stating qualifications, together with 2 testi- 
monials, should be forwarded to the Hospital Secretary. 
SLOUGH, BUCKS. UPTON HOSPITAL. Senior House 
OFFICER (casualty) required. Post vacant September. 
Salary according to Ministry of Health terms and conditions. 

Applications, stating age, and qualifications, together with 
2 testimonials. shonid be sent to the Hospital Secretary. 
SUUiIn SUMEHSET CLINICAL AREA. The Board of 
GOVERNORS OF THE UNITED BRISTOL HOSPITALS AND THE SOUTH- 
WESTERN REGIONAL HOSPITAL BOARD. Applications are invited 
by the above Boards from registered medical practitioners for 
the joint appointment of SENIOR REGISTRAR in Obstetrics 
and Gynecology to the South Somerset. Clinical Area. The 
appointment, which is designed for Senior Registrars in obstetrics 
and gynecology in their fourth or subsequent years, and for 
Senior Registrars who have previously occupied such posts for 
3 or more years, will be held for 1 year in the first instance but 
may be renewed for a second year. The successful candidate will 
be required to work mainly at the Taunton and Somerset 
Hospital, Taunton, but will be required to visit other hospitals 
in the Clinical Area as may be determined by the Regional 
Board from time to time. 

Applications (12 copies), stating date of birth, qualifications, 

and experience, together with 12 copies of 2 testimonials, and the 
names and addresses of 2 referees, should be sent to the Secretary 
of the Regional Hospital Board, 27, Tyndalls Park-road, 
Bristol, 8, not later than 31st August, 1953. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Obstetrics and Gynecology to 
fill a vacancy in the approved trainee establishment at the 
Bromley Group of hospitals. The appointment will be in 
accordance with the terms and conditions of service of hospital 
medical and dental staffs (England and Wales), and will be for 
1 year in the first instance. 

Applications, giving particulars of age, qualifications, and 
experience, with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
: i. oo South East Metropolitan Regional Hospital oer 

Portland-nlace, W.1, not later than 5th September, 1953 
ecurh EAST METROPOLITAN REGIONAL HOs- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in E.N.T. Surgery to fill a vacancy 
in the approved trainee establishment at the South East Kent 
Group of hospitais. The appointment will be in accordance 
with the terms and conditions of service of hospital medical 
and dental staffs (England and Wales), and will be for 1 year 
in the first instance. 

Applications, giving particulars of age, qualifications, and 
experience, with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 5th September, 1953. 
SOUTHEND-ON-SEA HOSPITAL. Applications are 
invited for the appointment of RESIDENT SENIOR HOUSE 
OFFICER (clinical pathology) for duties within the units 
comprising the above Hospital. Post vacant 30th September 
and tenable for 1 year. Previous experience in pathology not 
essential but applicants must have good clinical experience. 
Salary £670 p.a., less appropriate deduction for board. 

Applications, with copies of at least 2 recent testimonials, 
should be sent to the undersigned not later than 8th September, 
1953. J. C. FIELD, Secretary. 

Management Committee Offices, General Hospital, 

Rochford, Essex. 
SOUTHEND-ON-SEA GENERAL HOSPITAL. Tem- 
porary SENIOR MEDICAL REGISTRAR required on a month 
to month basis, to act also as Resident Medical Officer. Post 
vacant Ist October, 1953. 

Applications, accompanied by copies of 3 recent testimonials, 
to be sent to the undersigned at the Hospital not later than 
3rd September, 1953. J. C. FIELD, Secretary. 
ST. ALBANS (near), HERTS. SHENLEY HOSPITAL. 

(2035 Beds. 16 miles from London.) NORTH WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD. Applications are invited for the 
post of SENIOR HOUSE OFFICER (psychiatric), resident 
or non-resident, for 1 year in the first instance, at above Hospital. 
Opportunity for work with neurotic as well as psychotic patients, 
and full facilities for D.P.M. training. The Hospital may be 
visited by appointment. 

Applications to the Medical Superintendent, Shenley Hospital. 
ST. ALBANS CITY HOSPITAL, St. Albans, Herts. (372 
Beds.) HOUSE SURGEON (House Officer grade) required for 
1 of the 2 general surgical teams. (Recognised for the F.R.C.S.) 
Post vacant 6th September and tenable for 6 months. Preference 
given to candidates seeking pre-registration posts under the 
Medical Act, 1950. 

Applications, stating age, qualifications and experience, 
together with the names of 2 referees, to the Group Secretary, 
St. Albans City Hospital, Normandy- road, St. Albans. 





STAFFORD HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (anesthetics), Male or Female. 
Recognised for D.A. Post now vacant. Duties mainly at the 
General Infirmary, Stafford, which is the main and acute general 
hospital of the Group. 

pat mong with copies of 3 testimonials, to the Group 
Secretary, Stafford Hospital Management Committee, 13, Fore- 
gate-street, Stafford. 





STAFFORD. STAFFORDSHIRE GENERAL INFIR- 
MARY. (175 Beds—Recovery Unit 32 Beds.) STAFFORD HOS- 
PITAL MANAGEMENT COMMITTEE. HOUSE SURGEON (Male 
or Female). Post vacant 6th September. Post recognised for 
Pre-registration Service and for F.R.C.S. Eng. 

Applications, giving full particulars, together with copies 

of 3 recent testimonials, to be forwarded to the Group Secretary, 
13, Foregate-street, Stafford. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. STOKE-ON-TRENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of HOUSE 
+" Ata ER (medical) pre-registration post, vacant Ist September, 
Dd 

Applications, giving full details, together with copy testi- 

monials, to the Group Secretary, Hospital Management Com- 
mittee, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. STOKE-ON-TRENT HOSPITAL MANAGEMENT 
COMMITTER. HOUSE OFFICER forthopesdics) required, vacant 
now. Post recognised for F.R.C. 

Applications, stating age and = together with details 
of previous service, to the Group Secretary, Stoke-on-Trent 
Hospital Management Committee, Princes-road, Stoke-on-Trent. 


STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. STOKE-ON-TRENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of HOUSE 


OFFICER (general surgery), vacant shortly. The Hospital is 
recognised for F.R.C.S. examination and the post is recognised 
for experience during pre-registration period. 

Apply, with copy testimonials, stating age, nationality, and 
full details of previous service, to the Group Secretary, Hospital 
Management Committee, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the appointment of SENIOR HOUSE 
OFFICER in Peediatrics. Post recognised for D.C.H. 

Applications, with copy testimonials, and details of previous 

experience, should be forwarded to the Group Secretary, Hos- 
pital ‘Management Committee, Princes-road, Stoke-on-Trent, 
as soon as possible. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the post of SE NIOR HOUSE OFFICER 
(general.surgery). Recognised for F.R.C 

Applications, stating age, on hey and full details of 
previous experience, to the Group Secretary, Hospital Manage- 
ment Committee. Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the appointments of HOUSE SURGEONS 
(Male or Female), pre-registration posts. 3 posts becoming 
vacant during the months of August and September and tenable 
for 6 months. Posts approved for F.R.C.S. examination. 

Applications, stating age, nationality and qualifications with 

dates, together with copy testimonials, to the Group Secretary, 
Stoke-on-Trent Hospital Management Committee, Princes-road, 
Stoke-on-Trent, as soon as possible. 
STOCKPORT AND BUXTON HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
SENIOR HOUSE OFFICER (orthopredics) to the above 
Group. The post is non-resident and becomes vacant Ist October, 
1953. 

Applications, stating age, qualifications, and experience, 
together with copies of 2 testimonials, to be addressed to the 
Secretary, Stockport and Buxton Host ital Management Com- 
mittee, 59B, Shaw-heath, Stockport, Cheshire, immediately. 
STRATFORD-ON-AVON HOSPITAL, Arden-street, 
STRATFORD-ON-AVON. Locum SURGICAL OFFICER (Senior 
House Officer) required for 3 weeks from 24th August. 

Applications to Hospital Secretary. eat 
SUTTON. BELMONT HOSPITAL. South West Metro- 
POLITAN REGIONAL HOSPITAL BOARD. ST. EBBA’S AND BELMONT 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for appointment of PSYCHIATRIC REGISTRAR at 
above Hospital, which is principally concerned with the treat- 
ment of neuroses and the early psychoses. In addition to under- 
taking clinical duties the successful candidate will be expected 
to work in the Department of Encephalography under the 
direction of the doctor-in-charge. There are ample opportunities 
for research and the Hospital, which is recognised for the 
D.P.M., takes an active part in teaching in association with 
teaching hospitals. Candidates may visit the Hospital by 
appointment with the Physician- -Superintendent. 

Application forms may be obtained from the Group Secretary, 

Group Office, Belmont Hospital, Brighton-road, Sutton, Surre 
and completed forms (5 copies) should be returned to him with n 
2 weeks of the appearance of this advertisement. 
SWANSEA HOSPITAL. (403 Beds.) Glantawe Hospital 
MANAGEMENT COMMITTEE. Registered medical practitioners 
are invited to apply for the non-resident appointment of 
SENIOR HOUSE OFFICER in the Orthopedic Department 
of Swansea Hospital. The Hospital is recognised for Part II 
of the Diploma in Physical Medicine. 

Applications, stating age, qualifications and experience, should 
be addressed to— 0. C. HOWELLS, Group Secretary, me 

Glantawe Hospital Management Committee. 

Swansea Hospital, St. Helen’s-road, Swansea. 


SWANSEA HOSPITAL. (403 Beds.) Glantawe Hospital 
a MENT COMMITTEE. Registered medical practitioners 
are invited to apply for the resident post of SENIOR HOUSE 
OFFICER in the E.N.T. Department of the above Hospital. 
The Hospital is recognised under the regulations of the 
F.R.C.S8. (E.N.T.) and the D.L.O. : 

Applications, stating age, qualifications and experience, 
should be forwarded to O. C. HOwWELLs, Group Secretary. 

St. Helen’s-road, Swansea. 


47 


THE LANCET] 


THE LANCET GENERAL ADVERTISER 


[AuGuST 22, 1953 





SWANSEA HOSPITAL. (403 Beds.) Glantawe Hospital 
MANAGEMENT COMMITTEE. Applications are invited from 
registered medical practitioners for the posts (2) of RESIDENT 
ANASTHETISTS (Senior House Officer grade). The Hospital 
is recognised under the D.A. regulations. 
Applications, stating age, —— ations and experience, should 
be addressed to— HOWELLS, Group Secretary, 
G nae... ‘Hospital Management Committee. 

St. Helen’s-road, Swansea. 

SWANSEA. MORRISTON HOSPITAL. (450 Beds.) 
GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the resident 
appointment of SENIOR HOUSE OFFICER in the Obstetric 
and Gynecological Department of the above Hospital. 

Applications, stating age, qualifications and experience, 
should be addressed to the Medical Superintendent, Morriston 
Hospital, Swansea. O. C. HOWELLS, Group Secretary. 
SWINDON. VICTORIA HOSPITAL. Applications invited 
for post of RESIDENT SENIOR HOUSE OFFICER (anszs- 
thetics), vacant on 27th September, 1953, fer the Swindon 
hospitals. Post is recognised for the D.A. Approved salary, 
conditions, &c. 

Apply eam Swindon and District Hospital Manage- 
ment Committee, 7, Okus-road, Swindon. 

STONEHOUSE, GLOS. STANDISH HOUSE SANA- 
TORIUM. (278 Beds tuberculosis.) JUNIOR HOUSE OFFICER, 
post now vacant. 

Applications, stating age, nationality, and previous hospital 

appointments, if any, together with the names of 
to be sent to the Secretary. 
TAUNTON AND SOMERSET HOSPITAL. Taunton 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
from registered medical practitioners for the post of SENIOR 
HOUSE OFFICER (gynecology, 28 Beds; and obstetrics, 
50 Beds). The appointment is for 6 months, renewable for 
a further 6 months, and preference will be given to candidates 
who have completed a 6 months appointment in obstetrics. 

Applications, stating age, qualifications with dates, nation- 

ality, and details of experience, together with 2 recent testi- 
monials, should be sent immediately to the Secretary, Musgrove 
Park Hospital, Taunton. 
TAUNTON. TONE VALE GROUP HOSPITAL MAN- 
AGEMENT COMMITTER, NORTON FITZWARREN, TAUNTON, SOMERSET. 
Applications are invited for the appointment of JUNIOR 
HOSPITAL MEDICAL OFFICER at Tone Vale Hospital, a 
modern psychiatric hospital accommodating 1046 patients with 
all forms of nervous and mental disorder, and including a new 
unit for psychotic children. The post provides an excellent 
opportunity for postgraduate training in psychiatry including 
outpatient clinic work ; every facility will be granted for study 
for the D.P.M. Accommodation for single or married officer is 
available at a moderate charge. Salary in accordance with the 
terms and conditions of service for hospital medical staff. 

Applications, with full details of age, qualifications and 

experience, together with the names of 2 referees, should be 
addressed to the Group Secretary. 
TAUNTON. TONE VALE GROUP HOSPITAL MANAGE- 
MENT COMMITTEE, NORTON FITZWARREN, TAUNTON, SOMERSET. 
Applications are invited for the appointment of Locum Tenens 
JUNIOR HOSPITAL MEDICAL OFFICER at Tone Vale 
Hospital (mental hospital—1046 Beds). Salary £16 per week, 
in accordance with terms and conditions of service of hospital 
medical and dental staffs. 

Apply to Group Secretary at above address. 

TRURO. ROYAL CORNWALL INFIRMARY. (General 
Hospital—212 Beds. 9 Residents.) WEST CORNWALL HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 2 
posts of SENIOR RESIDENT HOUSE OFFICER to the 
Orthopeedic and Traumatic Department. This is a large and 
busy centralised unit with 2 Consultants, 64 Beds, and Out- 
patient Departments also 45-Bed Rehabilitation Annexe which 
deal with the whole of the West Cornwall Area. The posts 
are now vacant, and are tenable for 1 year. 

Applications, stating age, nationality, qualifications and 

experience, and accompanied by copies of 2 5 recent testimonials, 
should be forwarded to the Hospital Secretary, Royal Cornwall 
Infirmary, Truro, without delay. 
TRURO. ROYAL CORNWALL INFIRMARY. (212 Beds. 
9 Residents.) WEST CORNWALL HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the newly created office of 
SENIOR HOUSE OFFICER (Pathological Department). 

Applications, stating age, qualifications, and experience, and 
enclosing copies of 2 recent testimonials, should be sent to the 
Hospital Secretary, Royal Cornwall Infirmary, Truro. 
TUNSTALL. BURSLEM, HAYWOOD AND TUNSTALL 
WAR MEMORIAL HOSPITAL. (96 Beds.) STOKE-ON-TRENT HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the post 
of HOUSE OFFICER (medical). 

Apply, with copy testimonials, and details of previous appoint- 

ments held, to the Group Secretary, Stoke-on-Trent Hospital 
Management Committee, Princes-road, Stoke-on-Trent, as soon 
as possible. 
TUNSTALL. BURSLEM, HAYWOOD AND TUNSTALL 
WAR MEMORIAL HOSPITAL. (96 Beds.) STOKE-ON-TRENT HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the post 
of HOUSE OFFICER (general surgery). 

Apply, with copy testimonials, stating age, nationality, and 
full details of previous service, to the Group Secretary, Hospital 
Management Committee, Princes-road, Stoke-on-Trent. 


WORKSOP. KILTON HOSPITAL. Sheffield 7" ional 
HOSPITAL BOARD. Whole-time RESIDENT MEDICAL IGIS- 
= AR required. Appointment for 1 year in first instance ig 

Apply to Secretary, Sheffield Regional Hospital Board, 
Old Hitwentdend. Sheffield, by 3lst August, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 


2 referees, 
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TAPLOW, near MAIDENHEAD, BERKS. CANADIAN 
RED CROSS MEMORIAL HOSPITAL. Applic ations are invited for 
the post of HOUSE PHYSICIAN to the Special Unit for 
Research in Juvenile Rheumatism, vacant 24th October. The 
post offers scope for those interested in research, peediatrics, 
rheumatology or cardiology. Salary on national scale. 

Applications, stating age, qualifications and experience, with 

dates, together with copies of 2 testimonials, should be sent to 
the Hospital Secretary by 4th September. 
WATFORD, HERTS. THE WATFORD AND DISTRICT 
PEACE MEMORIAL HOSPITAL. (198 Beds.) Applications are 
invited from registered medical practitioners for the post of 
HOUSE SURGEON, recognised for pre-registration. Post 
vacant middle September. Salary according to National Health 
Service scale. 

Applications, stating age, qualifications and experience, together 
with copies of 2 recent testimonials, should be sent to— 

CyriL HopKINsSON, Administrator. 
WATFORD PEACE MEMORIAL HOSPITAL AND 
SHRODELIS HOSPITAL, WATFORD. NORTH WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD. MEDICAL REGISTRAR required 
at above hospitals which may be visited by direct appointment. 

Application forms obtainable from, and returnable to, Group 
Secretary, West Herts Group Hospital Management Committee, 
9, Rickmansworth-road, Watford, Herts, by not later than 10 
days after the appearance of this advertisement. 

WAKEFIELD. CLAYTON HOSPITAL. (200 Beds.) 
HOSPITAL MANAGEMENT COMMITTEE NO. 9 WAKEFIELD A GROUP. 
Applications are invited for the post of RESIDENT SURGICAL 
OFFICER (Senior House Oc 2€ r grade) £670 p.a. The Hospital 
is recognised for the F.R. . (Eng.), and the post offers 
excellent experience in gene “p caaaner: 

Applications should be made to the undersigned immediately. 

. READ, Group Secretary. 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
Applications invited for the appointment of SENIOR HOUSE 
PHYSICIAN in the Thoracic Surgery Unit of 54 Beds which 
is under the direction of Leeds Consultant staff. Salary £670 p.a., 
less a charge of £130 p.a. for board, lodging, &c. 

Address written applications, with full particulars and 2 names 
and addresses for reference, to 

G. L. BANNER, Group Secretary. 

Victoria Chambers, Wood-street, Wakefield. i 
WARRINGTON GENERAL HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER 
(pediatrics), Male or Female, which will become vacant in early 
October next. Post recognised for D.C.H. Commencing salary 
£670 p.a., less £130 for residential emoluments. 

Applications to be forwarded to— 

H. L. Boor, Group Secretary, 

Warrington and District Hospital Management Committee. 

c/o General Hospital, Warrington. an 
WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited for a vacancy at the above Hospital fora RESIDENT 
HOUSE SURGEON (Male or Female). Salary will be £350- 
£450 p.a., less a deduction of £100 for full residential emoluments. 

Applications should be sent to— 

. L. Boot, Group Secreta 

Warrington and. District Hospital Management ¢ Jommittee. 

c/o General Hospital, Warrington, Lancs. 

WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER (Resident Casualty Officer). The commencing 
salary is in accordance with the scale £700—£50-£1000, less a 
deduction of £130 for residential emoluments. 

Applications, stating age, experience, and qualifications, 
should be sent to 

Boor, Group Secretary, 

Warrington and "Distrlot Hospital Management Committee. 

c/o General Hospital, Warrington, Lancs. u 
WHITEHAVEN HOSPITAL, Cumberland. (109 Beds 
and Annexe of 19 Beds.) HOUSE SURGEON for Orthopedic 
and Casualty Departments (House Officer or Senior House 
Officer grade), vacant now. 

Detailed applications, with dates and copies of 2 testimonials, 
to Secretary. 

WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) HOUSE PHYSICIAN required, vacant 
6th October. May be pre-registration post. 

Applications, with copies of 2 testimonials, to the Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) HOUSE OFFICER (gynecology) required, 
vacant mid-September. The hospital is recognised by the 
Royal College. 

Applications, with copies of 2 testimonials, to the Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) SENIOR HOUSE OFFICER (orthopedics) 
required immediately. Appointment for 6 months in the 
first instance. 

Applications, with copies of 2 testimonials, to the Secretary. 
WINDSOR CHEST CLINIC. North West Metropolitan 
REGIONAL HOSPITAL BOARD. SENIOR REGISTRAR (whole 
time) required at above Clinic. Good training in general 
medicine essential and special experience in chest diseases and 
possession of a higher qualification desirable. This Clinic, 
which may be visited by direct appointment with the Physician- 
in-charge, has 50 associated beds and is in close contact with the 
Chest Hospitals at Harefield, Middlesex, and Pinewood, near 
Wokingham. The post will normally be held for 2 years subject 
to satisfactory service and the successful c andidate will be given 
the opportunity of serving for a further 2 years as Senior Regis- 
trar at Harefield Hospital. 

Application forms obtainable from, and returnable to, the 
Group Secretary, Windsor Group Hospital Management Com- 
mittee. Kipling Memorial Building, Alma-road, Windsor, by 
3ist August. 
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WINDSOR CHEST CLINIC. North West Metropolitan WELSH REGIONAL HOSPITAL BOARD. Applications 
a a BOARD. Whole-time REGISTRAR required are invited for the appointment of a SENIOR REGISTRAR 
at above nic. 


Good training in general medicine essential, 
and special experience in chest diseases desirable. This Clinic, 
which may be visited by direct arrangement with Physician- 
in-Charge, has 50 Beds attached, and is in close contact with the 
chest hospitals at Harefield, Middlesex, and Pinewood, near 
Wokingham. 
Application forms 
Secretary, Windsor 
Kipling Memorial 
3ist August. 
WIGAN. 


obtainable 
Group 
Building, 


from, and returnable to, 
Hospital Management Committee, 
Alma-road, Windsor, Berks, by 


ROYAL ALBERT EDWARD INFIRMARY. 
(200 Beds.) WIGAN AND LEIGH HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR HOUSE OFFICER in Orthopedic Surgery 
required for duties at the above Hospital. Post now vacant. 
Applic ations, stating age, nationality, and previous hospital 
appointments, together with the names of 2 referees, should be 
forwarded to the Secretary, Wigan and Leigh Hospital Manage- 
ment Committee, Knowsley House, Wigan, as early as possible. 


WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 
(200 Beds.) HOUSE SURGEON (Male or Female) required at 
the above Hospital. House Officer grade post, recognised for the 

-R.C.S. examination. Post now vacant. Approved pre- 
registration post. 

Applications, stating age, qualifications, &c., together with the 
names of 2 referees, should be received by the Secretary, Wigan 
and Leigh Hospital Management Committee, Knowsley House, 
Wigan, as soon as possible. 
WESTON-SUPER-MARE GENERAL HOSPITAL. (110 
Beds.) Applications are invited from registered medical practi- 
tioners for the resident appointment, immediate vacancy, of 
HOUSE SURGEON (first, second, or third post). The appoint- 
ment will be for a period of 6 months in the first instance and 
may be renewed for a further 6 months. 

Applications, stating age, qualifications and experience, 
together with names and addresses of 2 referees should be 
addressed to the Secretary, Weston-super-Mare Hospital 
Management Committee. 
WEST BROMWICH AND DISTRICT GENERAL HOS- 
PITAL, Edward-street, WEST BROMWICH. (144 Beds.) Applica- 
tions are invited for the post of HOUSE SURGEON (first, 
second, or third post). Range of salary £350-£450 p.a. according 
to experience, with deduction of £100 p.a. in respect of board 
and lodging. The post is tenable for 6 months and is recognised 
for pre-registration scheme. 





Applications, together with 2 recent testimonials, should 
be submitted to— 
JouN O. ROBINS, Secretary, West Bromwich and 


District Hospitals Manageme nt Committee, Group No. 18. 


WHISTON. COUNTY HOSPITAL. (882 Beds.) Applica- 
tions are invited for the post of RESIDENT HOUSE SUR- 
GEON which is recognised under the Medical Act as a pre- 
registration appointment. Salary in accordance with the terms 
and conditions of service for medical staff. 

Applications, stating age, qualifications, and experience, and 
giving 2 names for reference, should be forwarded to the under- 
signed as soon as possible. 

N. RICHARDS, Secretary. 
St. Helens and District Hospital Management Committee. 

_ Group Office. County Hospital, Whiston, near Prescot. 
WHISTON. COUNTY HOSPITAL. (882 Beds.) Applica- 
tions are invited for the appointment of RESIDENT PA£DI- 
ATRIC HOUSE PHYSICIAN. 6 months appointment. Salary 
in accordance with the terms and conditions of service for medical 
staff. The Hospital is recognised for the D.C.H. examination. 
The department comprises 22 cots and 28 be ds and in addition 
there are 75 neonatal cots and a busy Outpatients Department. 

Applications, stating age, qualifications, and experience, and 
giving 2 names for reference, should be forwarded to the under- 
signed as soon as possible. 

N. RICHARDS, Secretary, 
St. Helens and District Hospital Management Committee. 

Group Office, County Hospital, Whiston, near Prescot. 


WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of a REGISTRAR in General 
Surgery to serve the Glantawe Hospital Management Committee. 
The successful candidate will be based at Morriston Hospital, 
Morriston, near Swansea. The post is resident and will be subject 
to review at the end of the first year. 

Forms of application should be obtained from the Senior 
Administrative Medical Officer, Welsh Regional Hospital Board, 
Cathays Park, Cardiff, within 14 days of appearance of this 
advertisement. 
WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of a REGISTRAR in General 
Surgery to serve the Glantawe Hospital Management Com- 
mittee. The successful candidate will be based at Morriston 
Hospital, Morriston, near Swansea. The post is non-resident 
and will be subject to review at the end of the first year. 

Forms of application should be obtained from the Senior 
Administrative Medical Officer, Welsh Regional Hospital Board, 
Cathays Park, Cardiff, within 14 days of appearance of this 
advertisement. 
WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of a REGISTRAR in General 
Surgery to serve the Mid-Glamorgan Hospital Management 
Committee. The successful candidate will be based at Bridgend 
General Hospital (400 Beds), and may also be expected to 
serve other hospitals within the Group. The post may be either 
resident or non-resident and will be subject to review at the 
end of the first year. 

Forms of application should be obtained from the Senior 
Administrative Medical Officer, Welsh Regional Hospital Board, 
Cathays Park, Cardiff, within 14 days of appearance of this 
advertisement. 











in Obstetrics and Gynecology to serve the Glantawe Hospital 
Management Committee. The successful candidate will be based 
at Morriston Hospital, Morriston, near Swansea, and may also 
be expected to serve other hospitals within the Group. The 
post will be for 1 year, with a possible extension to 2 years 
(but not beyond December, 1955). 

Forms of application should be obtained 


from the 
Administrative Medical Officer, 


Senior 
Welsh Regional Hospital Board, 


Cathays Park, Cardiff, within 14 days of appearance of this 
advertisement. 

WARWICK HOSPITAL, Lakin-road, Warwick. (265 
Beds.) | SOUTH WARWICKSHIRE HOSPITAL GROUP (NO. 14). 
Applications are invited for the appointment of CASUALTY 


OFFICER (Male or Female), 
post is suitable for 
offers facilities for 
Hospital. 

Applications, together with 2 testimonials, 
Administrative Officer, Warwick Hospital, 
as possible. 
WARWICK (near), CENTRAL MENTAL HOSPITAL. 
SENIOR HOUSE OFFICER required in this Mental Hospital 
of 1400 Beds with Neurosis Unit, 4 adult and 2 child Psychiatric 
Clinics recognised for the D.P.M., and Departments of Electro- 
encephalography, Occupational Therapy, Psychology and Social 
work. Salary £670 p.a. A modern house is available. Rental 
(inclusive of rates), £95 0s. 6d. p.a. 

Applications, together with the names and addresses of 3 
referees, to the Medical Superintendent within 14 days of the 
appearance of this advertisement. 


WORTHING HOSPITAL, 


Senior House Officer grade. The 
one reading for higher qualifications and 
contact with all Specialist Units in the 


to be sent to the 
Warwick, as soon 


Lyndhurst-road, Worthing, 
SUSSEX. (221 Beds.) WORTHING GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from oan - medical 
practitioners for the appointment of SURGIC HOUSE 
OFFICER (Senior House Officer grade). The post - Picci 
for the revised Fellowship regulations in respect of the 6 months 
training required by candidates for the Final Fellowship 
examination. 
Applications, stating age, qualifications, nationality, 
experience, together with copies of 2 recent testimonials 
forwarded to the Hospital Secretary, as soon as possible. 
A. V. OAKTON, Group Secretary. 
HOSPITAL MANAGEMENT 


and 
, to be 


WOLVERHAMPTON 
COMMITTEE GROUP NO. 16 BIRMINGHAM REGION. 
he Royal Hospital, Wolverhampton (an Associated 
Hospital of the University of Birmingham Medical School) 

SENIOR HOUSE OFFICER or HOUSE OFFICER (Fracture 

and Orthopedic Department), vacant now. 

HOUSE OFFICER (anesthetics), vacant now. 

recognised for D.A. 
HOUSE OFFICER (Casualty Department), 
Wolverhampton and Midland Counties Eye Infirmary 

HOUSE OFFICER, vacant 15th September. Appointment 

recognised for F.R.C.S. and D.O. examinations. 

Applications, with copies of 3 recent testimonials, to be sent 
to W. CocKBURN, Group Secretary. 

The Royal Hospital, Wolverhampton. 
WREXHAM. WAR MEMORIAL HOSPITAL. 
WREXHAM, POWYS AND MAWDDACH HOSPITAL 
COMMITTER. Applications are invited for the post of HOUSE 
SURGEON at thé above Hospital, to commence immediately. 
The appointment is recognised for the Diploma of F.R.C.5. 
(Eng. and Edin.), and is an approved pre-registration House 
Officer post. Salary will be at the rate of £350, £400, or 
£450 p.a. according to experience, less £100 p.a. for residential 
emoluments, 

Applic age stating age, nationality, qualifications and 
experience, together with copies of 2 recent testimonials, should 
be addressed to 

WILLIAM JONES, Secretary, Wrexham, 

Powys and Mawddach Hospital Management Committee. 

Maelor General Hospital, Croesnewydd-road, Wrexham. 
YORKSHIRE. EAST RIDING HOSPITAL MANAGE- 
MENT COMMITTEE. 

Westwood Hospital, 


Appointment 


vacant now. 


(170 Beds.) 
MANAGEMENT 





Beverley, Yorks (218 Beds) 

(a) ORTHOPASDIC HOUSE SURGEON (Senior 
Officer). Recognised for F.R.C.S. Vacant now. 

East Riding General Hospital, Driffield, Yorks (249 
Beds) 

(b) HOUSE SURGEON (first, 
now. Pre-registration post. 
surgical duties. 

Northfield Sanatorium, Driffield, Yorks (78 Beds) 

(c) HOUSE PHYSICIAN (first, second, or third post). 
General Sanatorium treatment. Provision may be made available 
for thoracic surgery, pathological experience, and M.M.R. 
Unit. Time for study. 

Salary for (a) is £670 p.a., less £140 for board and lodging ; 
and for (b) and (c) £350-£€450 p.a., less £100 for board and 
lodging. Fully qualified practitioners may also apply for the 
pre-registration post. 


House 


second, or — _— vacant 
Recognised for F. General 


Detailed applications to Secretary, Westwood Hospital, 
Beverley, Yorkshire. 
WORCESTER. RONKSWOOD HOSPITAL. Applica- 


tions are invited for the appointment of Pre-registration HOUSE 
SURGEON (general surgery). The post will be tenable for 6 
months and salary and conditions will be in accordance with 
the terms for hos pital medical staff. 
Applications, with copies of testimonials, 
the Hospital Secretary. 
WORCESTER. RONKSWOOD HOSPITAL. 
RESIDENT SENIOR HOUSE OFFICER 
immediately. 
Apply to Hospital Secretary. 


should be sent to 


Locum 
in Surgery required 
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WORCESTER. RONKSWOOD HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER in 
Surgery which is now vacant. The appointment is tenable for 
1 year and is subject to the terms and conditions of service for 
noe medical staff. 

Applications, with copies of testimonials, should be sent 
to the Hospital Secretary. 
WORCESTER. RONKSWOOD HOSPITAL. Applications 
are invited for the post of RESIDENT ANACSTHETIST which 
is now vacant. The post is of Senior House Officer status. The 
holder may expect a reasonable proportion of emergency work. 
Conditions in accordance with terms and conditions of service 
for hospital medical staff. Married quarters may be made 
available. 

Applications, with copies of testimonials, should be sent to 

the Hospital Secretary. 
WORCESTER ROYAL INFIRMARY. House Physician 
required as from 15th September for duties in acute general 
medical ward (including cardiology) and also in modern 
peediatric ward. The appointment is tenable for 6 months and 
is subject to the terms and conditions of service for hospital 
medical staff. 

Applications, with copies of testimonials, should be sent to 
the Secretary. 

NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for the following posts :— 

(a) SENIOR HOUSE OFFICERS in Psychiatry. 

(6) STUDENT PATHOLOGIST (Senior House Officer). 

Post (a): there are 4 vacancies at Mental Hospitals. 

Post (6): the post is whole-time resident at Belfast City 
Hospital. 

The terms and conditions of the appointment will be in 
accordance with the Authority’s application to Northern Ireland 
of the Spens Report. 

Application should be made on a form which may be obtained 
(with further particulars) from the Secretary, Northern Ireland 
Hospitals Authority, Friends’ Provident Building, 58, Howard- 
street, Belfast, and which must be returned so as to be received 
not later than 5th September, 1953. 

NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applications for 2 posts as REGISTRAR or SENIOR 
HOUSE OFFICER in Anesthetics for the year commencing 
ist October, 1953. 1 post at hospitals managed by the Belfast 
Hospital Management Committee and 1 at hospitals managed 
by the North Armagh Hospital Management Committee. In 
the first instance the appointments will be for the year com- 
mencing Ist October, 1953, and they may be made in any of 
3 grades, viz., Principal or Senior Registrar or Senior House 
Officer—the analogous grades in Great Britain being Senior 
Registrar, Registrar, and Senior House Officer. The terms and 
conditions of the appointments will be in accordance with the 
Authority’s application of the Spens Report to Northern Lreland. 

Applications should be made on a form which may be obtained 

(with further particulars) from the Secretary, Northern Ireland 
Hospitals Authority, Friends’ Provident Building, 58, Howard- 
street, Belfast, and will be received not later than 29th August, 
1953. 
NEW YORK. NEW ROCHELLE HOSPITAL, New 
ROCHELLE, NEW YORK, U.S.A. (360-Bed general community 
hospital). Approved by American College of Surgeons ; American 
Medical Association for Internship and Residency Training. 
Only graduates from approved university schools accepted. 
INTERNES— $100 per month, plus full maintenance. 

Apply Superintendent. 

UNITED STATES. ST. JOSEPH’'S HOSPITAL, 
MEMPHIS 7, TENNESSEE. PATHOLOGY RESIDENCY. Large 
general hospital located in a medical center. Active education 
program for House Officers in majority of specialties ; current 
vacancy is in pathology ; position open to physicians of either 
sex. Previous experience in pathology not essential. Length of 
appointment 1 year minimal, residency is approved for 3 years. 
Salary $200 per month starting plus full maintenance. 

Apply Director of Laboratory. 





Public Appointments 


HER MAJESTY’S COLONIAL SERVICE. Trinidad. 
Medical Officers possessing qualifications registrable in the 
United Kingdom are required for the following posts in 
Trinidad : 

(a) MEDICAL SUPERINTENDENT for the Leprosarium 
on the Island of Chacachacare and for leprosy control work on 
the mainland. Candidates should have had postgraduate 
experience in leprosy control work. 

(b) SURGEON to undertake full-time duties at the Caura 
Sanatorium. Candidates should possess F.R.C.S. or higher 
degree in surgery and have had considerable experie nee in 
thoracie surgery. 

Appointments can be made on a permanent basis with pension 
(non-contributory ) at the age of 55, or on short-term agreement. 
Candidates in the National Health Service may resign from the 
National Health Service but retain their superannuation rights 
during their time abroad (up to 6 years) and receive a resettle- 
ment grant of 20% of the aggregate of their Trinidad salary on 
leaving Trinidad at the end of their engagement. Salary scale 
ea from $(B.W.1.)5760—$(B.W.1.)6240 (41200-41300) p.a. 
(1 B.W.I. $ =4s, 2d.). Pension is earned at the rate of 1/600th 
of the final pensionable emoluments for each completed month 
of service. Income-tax at local rates. Free passages are 
provided for Officer, wife, and children not exceeding 5 persons 
in all on first appointment and up to 3 adult fares on leave. 
Tour of service is 3 years. Local leave is permissible and generous 
home leave is granted after each tour. 

Application forms can be obtained from the Director of 
Recruitment (Colonial Service), Colonial Office, Sanctuary 
Buildings, Great Smith- street, London, 8.W.1 (quoting reference 
No. 27215/26/52). 
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HER MAJESTY’S COLONIAL SERVICE. Hong Kong. 
RADIOLOGIST required in the Medical Department of Hong 
Kong for diagnostic work. Appointment will be on 2 years 
probation for permanent and pensionable employment. Salary 
including pensionable expatriation pay is in the scale $1881.67— 
$2548.33 a month (£1411-£1911 a year: 1 Hong Kong dollar 
equals 1s. 3d.). A temporary, non-pensionable, cost-of-living 
allowance depending upon the Officer’s family circumstances is 
also payable. Free passages in both directions are provided for 
Officer, wife, and up to 3 children under the age of 18 years. 
Quarters, if available, are provided at reasonable rental. Income- 
tax at local rates. Local leave is permissible and generous 
home leave is granted after each tour of 4 years duration. 
Normal retiring age is 55 and pension is earned at the rate of 
1/600th of the final pensionable emoluments for each completed 
month of service. Climate is favourable for Europeans. Educa- 
tional facilities are available. Candidates must possess medical 
qualifications registrable in the United Kingdom and a Diploma 
in Medical Radiology and have had experience in mass miniature 
radiology. 

Application forms can be obtained from the Director of 
Recruitment (Colonial Service), Colonial Office, Sanctuary 
Buildings. Great Smith-street, London, S.W.1 (quoting reference 
No. CDE.117/51/011). 


HER MAJESTY’S COLONIAL RESEARCH SERVICE. 
A MEDICAL RESEARCH OFFICER is required for field work 
in filariasis, in the first instance at the Filariasis Research Unit, 
Mwanza, Tanganyika. Appointment will be on temporary 
agreement with the East Africa High Commission for 1 tour of 
service of from 2} to 4 years duration, with gratuity at the rate 
of 15% of total basic salary drawn. Candidates, who should be 
male and not over 35 years of age, must possess medical quali- 
fications registrable in the United Kingdom. Tropical experience 
would be of advantage but is not essential. Experience in 
epidemiological work is desirable. Salary scale ranges from 
£565 p.a. to £1270 p.a. In addition an overseas research allow- 
ance is payable as follows: £275 p.a. on salary of £600 and 
below; £250 on salaries of £650-£1270 p.a. Starting-point on 
the salary scale is determined according to qualifications and 
experience. <A cost-of-living allowance is also paid at the rate 
of 30% of salary and overseas research allowance subject to 
a maximum of £300 p.a. Quarters are available at a rental of 
10% of basic salary. Free passages are provided for Officer, 
wife, and for children under 13 years. Outfit allowance of £60, 

Application forms can be obtained from the Director of 
Recruitment (Colonial Service), Colonial Office, Sanctuary 
Buildings, Great Smith-street, London, S.W.1 (quoting reference 
No. CDE.164/88/02). 


HER MAJESTY’S COLONIAL SERVICE. Northern 
RHODESIA. MEDICAL OFFICERS required for general medical 
work in European and African Hospitals in Northern Rhodesia, 
Appointments may be on a permanent basis with pension 
(non-contributory) on retirement at the age of 55, or on short- 
term contract with gratuity on satisfactory completion of 
engagement. 4 doctor in the National Health Service may 
resign from the National Health Service but retain his super- 
annuation rights (up to a limit of 6 years) during his time in 
Northern Rhodesia and receive a resettlement grant of 20% 
of the aggregate of his Northern Rhodesia salary on leaving 
Northern Rhodesia at the end of his engagement. Salary scale 
ranges from £870 to £1695 p.a. Starting-point on the scale is 
determined according to age, experience, and qualifications. 
A temporary (non-pensionable) cost-of-living allowance of 
from £114 to £195 10s. a year is payable. Pension is earned at 
the rate of 1/600th of the final pensionable emoluments for each 
completed month of service. The gratuity for contract service 
is payable on completion of the contract at the rate of £100—-£150 
p.a. Free passages are provided in both directions for Officer 
and wife, and assisted passages for children. Annual local leave is 
permissible and generous home leave is granted after each tour 
of 3 years. Quarters when available are provided at rental of 
10% of salary. Income-tax at local rates. Educational facilities 
are available. Candidates (male only) should be between 25 
and 35 years of age. They should possess medical qualifications 
registrable in the United Kingdom and have had at least 12 
months postgraduate experience. 

Application forms can be obtained from the Director of 
Recruitment (Colonial Service), Colonial Office, Sanctuary 
Buildings, Great Smith-street, London, 8.W.1 (quoting reference 
No. CDE.117/3/01). 


HER MAJESTY’S COLONIAL SERVICE. British 
HONDURAS. A MEDICAL OFFICER is required for general 
duties. Appointment can be made on a permanent basis with 
pension (non-contributory) at the age of 55, or on short-term 
agreement renewable if desired. Arrangements can probably 
be made for a doctor in the National Health Service to resign 
from the National Health Service but retain his superannuation 
rights during his time in British Honduras (up to 6 years) and 
receive a resettlement grant of 20% of the aggregate of his 
British Honduras salary on leaving the Colony at the end of his 
engagement. Salary scale ranges from £810 to £1200 p.a. at the 
current rate of exchange of the British Honduras dollar ($4=£1). 
Private practice in district towns is permitted. (In Belize there 
is an allowance of £125 p.a. in lieu of private practice. ) Quarters 
are available at a rental of 74% of salary, subject to a maximum 
charge of £120 p.a. Income -tax at local rates. Free passages 
are provided on appointment for Officer, wife, and children, not 
exceeding 5 persons in all, On leave, passages are provided for 
Officer and wife, and not more than 2 children, subject to the 
provision of funds annually by the Legislative Council. Local 
leave is permissible and generous home leave is granted after 
each tour of from 2 to 3 years duration. Candidates must possess 
medical qualifications registrable in the United Kingdom. 

Application forms can be obtained from the Director of 
Recruitment (Colonial Service), Colonial Office, Sanctuary 
Buildings, Great Smith-street, London, 8.W.1 (quoting reference 
No, CDE.117/31/01). 
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HER MAJESTY’S COLONIAL SERVICE. Nigeria. 
Applications are invited from Doctors with medical qualifications 
registrable in the United Kingdom and with at least 1 years 
experience after qualification for the following posts in the 
Medical Department of the Government of Nigeria :— 

(a) MEDICAL OFFICERS, for general duties in preventive 
and curative medicine which may include purely rural health 
work, involving much travelling. 

(6) MEDICAL OFFICERS OF HEALTH. Duties as under 
(a). In addition the selected Officers would undertake the 
contro} of yy matters, and may be required to perform 
the duties of Port Health Officer at a sea or air port. Candidates 
should possess a Diploma in Public Health. A Diploma in 
Tropical Hygiene, though not essential, is desirable. 
Appointments may be made as follows :— 

(a) on 3 years probation for permanent and _ pensionable 
employment in the Colonial Medical Service, with retiring age 
of between 45 and 55. Pensions are at the rate of 1/600th of final 
pensionable emoluments for each completed month of reckonable 
service ; 

(6) from the National Health Service. Candidates may 
resign from the National Health Service but retain their super- 
annuation rights during their time in Nigeria (up to 6 years) 
and receive a resettlement grant of 20% of the aggregate of their 
Colonial salary on leaving Nigeria at the end of their engage- 
ment ; or 

(c) on short-term contract (2—4 tours of 18 months duration) 
with inclusive salary of from £1087 p.a. rising to £2000 p.a. ; 
on completion of contract a gratuity is paid at the rate of 
= 10s. for each completed period of 3 months service (including 
eave). 

Officers appointed under (a) or (c) are required to contribute 
to a Widows’ and Orphans’ Pension Scheme. Salaries, including 
pensionable expatriation pay for Officers appointed under (a) 
or (b) range from £950 to £1850 p.a. Starting salary in all 
cases depends on experience and war service. Quarters are 
provided at low rents. Free passages in both directions are 
provided for Officer and his wife. 
incurred on 1 outward and 1 homeward passage for each of 2 
children under age of 18, subject to maximum of £75 in respect 
of the return journey for each child, is also granted. Income- 
tax at local rates. Local leave is permissible and generous home 
leave is granted after each tour of 18 months duration. 

Application forms can be obtained from the Director of 
Recruitment (Colonial Service), Colonial Office, Sanctuary 
Buildings, Great Smith-street, London, S.W.1 (quoting reference 
No. CDE. 117/14/01). 

BRISTOL. CITY AND COUNTY OF BRISTOL. Depart- 
MENT OF PUBLIC HEALTH. Applications are invited from regis- 
tered medical practitioners for the appointment of an ASSIS- 
TANT MEDICAL OFFICER OF HEALTH AND SCHOOL 
MEDICAL OFFICER. The Establishment Committee has 
adopted, subject to confirmation by Council, the new salary 
scale of the Industrial Court Award No. 2452, viz. : £950—- 
£50—£1300 p.a. The person appointed will be required to carry 
out maternity and child welfare, school health and port health 
work, and such other duties as may be required by the Medical 
Officer of Health, and must devote his whole time to these duties 
and not engage in private practice. The appointment will be 
superannuable and subject to passing a medical examination. 

Applications, on forms to be obtained from the undersigned, 
to be returned not later than 31st August, 1953. Canvassing 
directly or indirectly will disqualify. 

R. H. Parry, Medical Officer of Health. 

Central Health Clinic, Tower Hill, Bristol, 2. 

4th August, 1953. 


BIRMINGHAM. CITY OF BIRMINGHAM. Public 
HEALTH DEPARTMENT. Applications invited from registered 
medical practitioners for post of ASSISTANT ADMINIS- 


TRATIVE MEDICAL OFFICER OF HEALTH (Male or 
Female). Candidates should hold the Diploma of Public Health. 
The successful candidate will have an opportunity to gain 
experience in all branches of the Public Health Service, including 
Maternity and Child Welfare. The salary scale is £1250—£50—- 
£1450. Commencing salary within the scale will depend upon the 
Medical Officer’s experience. Pension scheme (including Widows 
and Orphans); medical examination. The Officer appointed 
will be required to devote his/her whole time to official duties 
and the appointment will be subject to 1 months notice on either 
side. 

Form obtainable from Medical Officer of Health, Council 
House, Birmingham, 3. Applications, with 3 testimonials, to 
be returned by 7th September, 1953. 


AMENDED ADVERTISEMENT 
GREENOCK. CORPORATION OF GREENOCK. Appli- 
cations are invited from registered medical practitioners posses- 
sing the Diploma in Public Health or equivalent qualification 
for the appointment of DEPUTE MEDICAL OFFICER OF 
HEALTH AND DEPUTE PORT MEDICAL OFFICER for 
the Burgh. The appointment is whole-time, terminable on 
3 months notice, and is subject to the provisions of the Local 
Government Superannuation (Scotland) Act, 1937. Salary 
scale £1033, rising by annual increments of £50 to £1283 p.a. 
with placing according to experience. If desired, housing 
accommodation will be offered to the successful applicant. 
Applicants should have had considerable clinical and adminis- 
trative experience in public health work, embracing infectious 
diseases, Port Sanitary Services, Maternity and Child Welfare 
Services, School Inspection Services, and the services provided 
in terms of the various health schemes operated by local 
authorities under Health Service (Scotland) 
Act, 1947. 

Applications, stating age, present and previous appointments, 
qualifications, and other relevant information, together with 
the names and addresses of 3 referees, should be lodged with the 
undersigned not later than Tuesday, Ist September, 1953. 

JOHN LIDDELL, Town Clerk. 

Municipal Buildings, Greenock, 11th August, 1953. 


the National 


Payment of the cost actually ° 





DUBLIN. LOCAL APPOINTMENTS COMMISSION: 
Positions vacant. 

1. MEDICAL SUPERINTENDENT of a large hospital in 
the Tuberculosis Service of the Dublin Corporation. Salary : 
£1600—£40-£1800 plus temporary bonus of £75. 

2. RADIOLOGIST to the Corporation of Limerick. Salary : 
£1900. Essential qualifications include at least 5 years specialist 
experience in radiological diagnosis. Duties will include those 
of Radiologist to the Regional General Hospital, Limerick, when 
completed. 

Application forms and particulars from the Secretary, 45, 
Upper O’Connell-street, Dublin. Latest time for receiving 
completed application forms 5 P.M. on 8th September, 1953. 
FLINT. COUNTY OF FLINT. Applications are invited 
from duly qualified and registered Female medical practitioners 
for the appointment of ASSISTANT MEDICAL OFFICER 
(Female). The possession of additional qualifications such as the 
D.P.H., D.C.H., &c., will be an advantage. The duties will be 
mainly connected with the Maternity and Child Welfare Services 
and the School Health Services, and previous experience of 
these Local Health Authority Services will be taken into 
consideration in assessing the commencing salary, which will 
be in accordance with the recent Award of the Industrial Court, 
£950 rising to £1300 p.a. The appointment is superannuable 
and the successful candidate will be required to satisfy a medical 
examination. 

Form of application, together with further particulars, can be 
obtained from the County Medical Officer, Flintshire County 
Council, Llwynegrin, Mold, and on completion should be for- 
warded to the undersigned not later than 7th September, 1953, 

W. Hue Jones, Clerk of the County Council. 
County Buildings, Mold. 


LONDON. CORPORATION OF LONDON. Port of 
LONDON HEALTH AUTHORITY. Applications are invited from 
young Male registered medical practitioners for a whole-time 
appointment for a period not exceeding 5 years as ASSISTANT 
PORT HEALTH OFFICER at Gravesend, whose principal duty 
will be to board ships for control of infectious disease. D.P.H. 
D.T.M.&H. or service as Ship’s Surgeon will be an advantage. 
Salary scale £850, by annua] increments of £50 to £1050, plus 
£160 cost-of-living addition, and fees as Medical Inspector of 
Aliens at present £100 p.a. Uniform allowance £19 p.a. Salary 
is subject to review. The appointment is subject to medical 
examination and contribution to a superannuation fund. The 
successful candidate will be required to take up the Freedom of 
the City of London ; to reside at a place approved by the Port 


_Medical Officer and to pay all travelling expenses between such 


place and the Hulk “ Hygeia ”’ at Gravesend. we ' 
Applications in writing, stating age, qualifications and 
experience, and the names of 2 referees, should be sent to the 
Medical Officer of Health, Port of London, 5, Church-passage, 
London, E.C.2, by 16th September, 1953. 
ANTHONY PICKFORD, Town Clerk. 


MIDDLESEX COUNTY COUNCIL. County Health 
DEPARTMENT. ASSISTANT MEDICAL OFFICER (whole- 
time) required initially in Area 7 (EKaling and Acton). Duties 


include supervision of health of school-children, mothers and 
young children attending health clinics and routine medical 
inspection at schools. Experience in dental anesthesia and 
ascertainment of educationally sub-normal children desirable. 
Salary £850—£50-£1150 p.a. inclusive (now under review— 
M.D.C, Cire. 17). Established, pensionable. Subject to medical 
assessment and preseribed conditions. ; 

Application forms from Joint Area Medical Officer, Area 7, 
Town Hall, Ealing, W.5, to be returned by 5th September 
(quoting M.343 L.). Canvassing disqualifies. 


NOTTINGHAMSHIRE COUNTY COUNCIL. Applica- 
tions are invited for the appointment of SENIOR ADMINIS- 
TRATIVE MEDICAL OFFICER (Male) from duly qualified 
and registered medical practitioners who hold a Diploma in 
Public Health. Applicants should have had general administra- 
tive experience with a Local Health Authority and in connection 
with the School Health Service. Salary £1300 p.a.-£50 p.a.— 
£1750 p.a. Within this scale the County Council are prepared 
to take into consideration the existing salary of the successful 
candidate in assessing his commencing salary. 

Application forms and conditions of appointment are obtain- 
able from me, and completed applications must be returned by 
15th September, 1953. Canvassing disqualifies. } 
. TWEEDALE MEaBY, Clerk of the County Council. 


ROYAL NAVAL MEDICAL SERVICE 


Candidates are invited for service as Medical Officers | 
in the Royal Navy—preferably below 28 years. 


They must be British subjects whose parents are 
British subjects, and be medically fit. No examination 
will be held but an interview will be required. | 


Initial entry will be for 4 years’ short service after 
which gratuity of £600 (tax free) is payable, but per- 
manent commissions are available for selected short- 
service officers. 


Consideration will be given to the grant of up to 2 years | 
ante-date of seniority in respect of approved periods of 
service in recognised civil hospitals, etc. | 


For full details apply MEDICAL DIRECTOR-GENERAL, 
Admiralty, 8.W.1. } 
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NOTTINGHAM. CITY OF NOTTINGHAM EDUCATION 
COMMITTEE. Applications are invited from re gistered medical 
prac titioners with not less than 3 years experience since qualify- 
ing for appointment as Whole-time or Part-time ASSISTANT 
SCHOOL MEDICAL OFFICER. Salary in accordance with 
national scale. 
Applications, stating age, 
the names of 3 referees, 
28, Chaucer-street, 


qualifications and ners nee, and 
should be sent to Dr. . E. Newth, 
Nottingham. 

F. STEPHENSON, Director of Education. 
MANCHESTER. CITY OF MANCHESTER EDUCATION 
COMMITTEE. SCHOOL HEALTH SERVICE. Applications are invited 
from qualified medical practitioners for the post of DEPUTY 
SENIOR MEDICAL OFFICER, whose duties will be (a) 
administration and (b) ascertainment of handicapped pupils. 
Candidates should have some years standing in a Health Service. 
The salary is at present £1100 p.a. by annual increments of £50 
to £1350. The of the D.P.H. or D.C.H. will be 
considered an additional qualification. Previous experience in a 
similar appointment with another Local Authority may be taken 
into account in determining the initial salary. 

Application forms and particulars obtainable (stamped fools- 
cap envelope) from the Chief Education Officer, Education 
Offices, Deansgate, Manchester, 3, to be returned to the Town 
Clerk, Town Hall, Manchester, 2, in envelope endorsed ‘* Deputy 
Senior Medical Officer,” not later than 9th September, 1953. _ 
ROYAL AUSTRALIAN NAVY. Medical Officers. Applica- 
tions are invited from legally qualified medical practitioners 
for appointment as SURGEON LIEUTENANTS in the Royal 
Australian Navy. All money figures are Australian currency. 
Minimum yearly emoluments on appointment are: married 
officers A£1502, single officers A£1289. Pay is subject to cost- 
of-living adjustment. KEmoluments payable in sterling currency 
until departure from United Kingdom. *‘D” grade, First- 
class passage, including wife and family, at Government expense 
to Australia. Increment of A£54 15s. is payable after 2 years. 
General duties to serve as Medical Officers in Naval Hospitals, 
ships and establishments of the Royal Australian Navy. First 
appointment is to a short-service commission for a period of 
4 years with prospect, if desired, of transfer to the Permanent 
Naval Forces. 

Full details may be 
Naval Liaison Officer, Australia House, 
or Secretary, Department of the Navy, Melbourne, 3.C.1. 
YORKSHIRE. NORTH RIDING OF YORKSHIRE. 
Applications are invited from suitably qualified medical prac- 
tioners for the whole-time combined appointment of MEDICAL 
OFFICER OF HEALTH to the Borough of Scarborough, the 
Urban District of Scalby and the Rural District of Scarborough. 
PORT MEDICAL OFFICER for the Borough of Scarborough 
ASSISTANT COUNTY MEDICAL OFFICER AND DIVI- 
SIONAL SCHOOL MEDICAL OFFICER. Salary £1528 8s. 3d. 
rising by annual increments to £1882 19s. 1d. Conditions of 
service in accordance with Whitley Councils recommendations 
(Medical Council Committee “ C ”’). 

Application forms and further particulars obtainable from 
the undersigned to be returned not later than 9th September, 
1953. Canvassing will disqualify. 

H. G. THORNLEY, Clerk of the County Council. 
Hall, Northallerton, 12th August, 1953. 


General Practice 
For an Executive Council post (England and Wales) apply on form E.C.16a 
obtainable from the council. Mark envelope ‘‘ Vacancy."’ 


obtained from the Royal Australian 


The Strand, London, 


County 








KEYNSHAM, SOMERSET. Applications are invited for a 
VACANCY at Ist January, 1954, arising as a result of the 
retirement of a practitioner. ‘Surgery and residence not available. 
List at present approximately 3300, of which 450 are dispensing 
patients. There are also te PET ly 300 on adjoining area 
ists. Applications on Form E.C.16A not later than 15th 
September, 1953, to the Clerk, Somerset Executive Council, 11, 
Elmhyrst-road, Weston-super-Mare. 


“Hospital Services : Non-Medical Appointments 


NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
For appointment of PHYSLOLOGIST see page 33. 


WEST HAM GROUP HOSPITAL MANAGEMENT 
COMMITTEE, Stratford, E.15. Applications are invited for the 
post of Whole-time CARDIOLOGICAL TECHNICIAN Grade III 
(Male or Female) commencing on or about Ist November, 1953. 
Salary scale £200 p.a.—£390 p.a., according to age and experience. 
The department is a group one under the charge of a Physician. 
S.R.N. qualification an advantage but not essential. 

Applications, together with the names of 2 referees, to the 
Group Secretary by 29th August, 1953. 











Miscellaneous 
To non-professional posts the Notification of Vacancies Order 1952 applies 





Mining Company on Gold Coast require a Medical Officer, 
age 35-45 years, preferably with some experience of tropical 
medicine. Initial salary £1600 p.a. with free accommodation. 
Tours of 15 months duration followed by 3 months leave on 
full pay. Fares, including wife’s fare, paid. Pension scheme. 
Names of 3 referees required.—Apply address, No. 846, 
THE LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. 
Part-time Medical Officers (Male). Required by Industrial 
Company at Bristol and Glasgow. 1 or 2 sessions per week.— 
Applications, giving details of age, qualifications, and experience, 
to: Address, No. 847, THr LANcET Office, 7, Adam-street, 
Adelphi, London, W.C.2. 








Gold Coast. Gonja Development Company Limited, 
Damongo, Northern Territories. Appointment of Medical 
Officer. Owing to the retirement of the present holder of the 
position, the Gonja Development Co. Ltd., has a vacancy for 
a Medical Officer. The following conditions of service will apply : 
Salary £2000 p.a. ¢ ‘ontract for a period of 3 years, renewable. 
Tours of service 10 months, with 1 weeks leave for every com- 
pleted month of service. Free house, fully furnished except for 
bed-linen and cutlery. Transport free for duty purposes. First- 
class air passages to and from the Gold Coast for employee, 
wife, and up to 2 children under the age of 12. Membership of 
Provident Fund compulsory. 10% deduction from employee, 
15% contribution by the Company. Income-tax at local rates 
—lower than U.K. By arrangement with the Gold Coast 
Government the Company’s doctor also acts as Medical Officer 
of Health for Western Gonja, an area with a population of 
12,000. The Hospital is newly built with modern equipment, 
and contains 40 Beds. The Hospital staff includes a European 
matron, and 2 fully trained African nurses. 

Applications and any inquiries should be addressed to Gonja 
Development Company, Ltd., c/o Secretarial Bureau, Over-Seas 
League, St. James’s, London, 8.W.1. 


Cameroons Development Corporation, Cameroons, under 
British Trusteeship, West Africa. Vacancies exist for Medical 
Officers in the service of the Cameroons Development Corpora- 
tion, established by statute for the development of certain 
plantation areas in the British Cameroons. Tours of 12-24 
months with 1 weeks leave, on full pay, for each completed 
month of service if the Officer is returning for further service, 
otherwise half this amount. Candidates should have a good 
experienc e of general medical and health work, and preference 
will be given to those who either possess a Diploma in Tropical 
Medicine, or have had tropical experience. The work chiefly 
consists of general medical and health supervision of all personnel 
in large plantations, but offers opportunity for surgery. First- 
class passages are provided to and from the Cameroons for 
Officers and their wives, together with free furnished accom- 
modation during residence in the Cameroons. A reasonable 
amount of free lighting and fuel is also provided and necessary 
transport. The salary is at the rate of £1440, rising by increments 
to £1840 p.a. over a period of 8 years. Children’s allowances 
are paid up to a maximum of 2, but children’s passages are not 
paid. Officers of the Corporation are required to contribute 
10% of their salary to a provident fund, the Corporation 
contributing 15%. 

Applications, giving full particulars in regard to qualifications 
and experience, together with copies of testimonials, all in 
triplicate, should be received by the Corporation’s London 
Agents RUBBER & MINING AGENCIES LTD., 52, Leadenhall- 
street, London, E.C.3, on or before 31st August, 1953. 
Well-known Ethical Manufacturing House invites applica- 
tions from fully qualified medical practitioners up to 35 years 
of age, preferably with M.D. qualification, G.P. and hospital 
experience, who wish to embark upon an interesting career in 
the commercial sphere in an executive capacity.——Apply in 
strict. confidence to Personnel Manager, Address, No. 848, 
THE LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. 


Whole-time Doctor, Male, to take medical charge of 
Pinewood Studios, Denham Laboratories, and a _ Precision 
Engineering Factory at Shepherd’s Bush. The candidate, who 
should hold the M.D. and/or the M.R.C.P., age middle thirties, 
and preferably with G.P. experience, would be required to live 
in the Uxbridge-Northolt-Gerrards Cross area and to run own 
car. Salary commencing at not less than £1500 p.a., depending 
on experience.—Further particulars from the Consulting 
Physician, J. ARTHUR RANK ORGANISATION LTp., Film House, 
142, Wardour-street, London, W.1. 


Consulting-rooms_ at 





Wimpole-street to Let with 


immediate possession. = Apply ESTATES SALES & 
MAN AGEMENT LTD. 20 , Princes-street, Hanover-square, W.1. 
Tel. GROsvenor VOT 


ietubone -on-Sea, een. Private nursing and convalescent 
home. Corner three-storey property. 7 bedrooms, 2 bathrooms, 3 
reception rooms, &c., large garden, garage. Central heating, 
main services. Fully registered for 6 patients. For sale 
freehold as a going concern ae equipme - and mainly 
furnished, £8500.—Apply, H. 8S. HEALY, F.A. 8, Russel 
Chambers, Bury-place, London, W.C.1. (HOLborn 4251 5259.) 


Portiand-place, W.1. 2 or 3 attractive flats and maisonettes 
to let in first-class building. 3-6 bedrooms, 1-2 bathrooms. 
Rents from £800 p.a. inclusive. Suitable combined residential/ 
consulting-room use.—Managing agents, MARCUS LEAVER & Co., 
42, Sackville-street, W.1. (MAYfair 4266.) 
Wanted. Most urgently. Lady and Gentleman seek 
accommodation Harley-street district, preferably unfurnished 
flat. Maximum rent £200 p.a. Both go out to business daytime. 
Reply Barratr, 59, Great Ormond-street, W.C.1 (Tel. 
HOLborn 3874 after 7 P.M.). 
Microscopes. Secondhand bargains, guaranteed sound 
order. Deferred terms if desired. Write for lists.—WaALLACE 
HEATON LTD., 127, New Bond-street, W.1. 


Applicants for posts requiring testimonials cepied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE, LTD., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 

“Pregnancy Diagnosis by the Xenopus Method.” 24-hour 
service.—Send specimen of urine and £1 Is. fee to: WELBECK 
BIOLOGICAL LABORATORIES, 26, Park-crescent, Portland-place, 
W.1 (Telephone : MUSeum 5386-7). 


The British Journal of Medical Hypnotism. Quarterly. 
£1 1s. p.a.—Orders to the Publishers, 4, Victoria-terrace, Hove, 3, 
Sussex. 
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In a comparative study of three liquid oral penicillin preparations, published in Antibiotics and 
Chemotherapy (June %953, 3, 593-9), the authors concluded : 

‘It would, therefore, appear as a result of this comparative study that orally administered N,N’dibenzyl- 
ethylenediamine dipenicillin G affords blood serum concentrations of no significantly longer duration or 
greater magnitude than are obtained with either potassium or procaine penicillins. The peak serum 


concentrations are significantly higher for procaine and potassium penicillin under the conditions of 


this study.’ 





. oe : — *ESKACILLIN’ 50 and 
The potassium penicillin preparation used was ‘ Eskacillin’. ‘ESKACILLIN’ 100 


are available in 2 fl. oz. 
bottles. They contain 
§0,000 1.u. and 100,000 1.u. 


y | 7 respectively, of crystalline 
50-100 potassium penicillin G per 
standard medical teaspoon- 


ful (1 fl. dram.: 3.5 c.c.) 
THE IDEAL ORAL PENICILLIN FOR ALL AGES 











MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 
ECP 83. for Smith Kline & French International Co., owner of the trade mark ‘ Eskacillin’ 
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When days are 
warm and long 











The lazy heat of a long sum- 


mer day seems to transmit 
itself to every living thing. And the human body draws on 


its own fluids to cool the skin by perspiration. To supply 
the body’s needs the colon claims every ounce of water from 
the intestinal contents; these become dry and hard. The 
result is constipation. 

To overcome this constipation two factors are needed: a 
supply of unabserbable moisture and gentle peristaltic 
stimulation. Both are provided by Agarol* Emulsion. The 
mineral oil in Agarol mixes with the intestinal contents to 
soften the fecal mass. Peristalsis is stimulated by the 
phenolphthalein that Agarol contains. 


For summer constipation or whenever normal bowel function 


is deranged, Agarol can be confidently prescribed as a gentle, 
effective and reliable treatment. 


PACKING. In bottles containing 6 and 14 fluid 
oz.; also available in bottles of 14 fluid oz. and 
80 fluid oz. for dispensing only, free of 


Purchase Tax when preseribed either privately 
or on the N.H.S. 


Paraff. Lig. 31-75%, Phenolphthal. 1:-32%, 
Agar-agar 0-21%, Excipients, etc., to 100. 





NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


William R.WARNER and G.,~td.Power Road,tondon UW. 4. 




















